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Che Massachusetts Medical Society 


SECTION OF DERMATOLOGY AND SYPHILOLOGY 
Ball Room Assembly, Hotel Statler, Boston, June 3, 1935, 9:15 A.M. 


RESIDING: 
Charles J. White, Boston, Chairman. 
William P. Boardman, Boston, Secretary. 


CHAIRMAN WHITE: Will the meeting please come 
to order? 

The first business before the meeting is the elec- 
tion of officers for next year, and I will call on the 
chairman of the Election Committee to report the 
names of the nominees. 


Dr. FrepERICK S. Burns, Boston: Mr. Chairman 
and Members of the Society—The Nominating Com- 
mittee has nominated Dr. Harvey P. Towle for 
Chairman and Dr. Jacoby for Secretary for the com- 
ing year. 


CHAIRMAN WHITE: You have heard the names, and 
the chairman is ready to hear a motion about the 
method of election of these two officers. We have 
no by-laws, and I would be pleased if anyone would 
make a motion as to how we should vote. 


Dr. ARTHUR M. GREENWOOD: I move that the sec- 





retary be instructed to cast one ballot for Dr. Towle 
and Dr. Jacoby. 


Voices: Second the motion. 


CHAIRMAN WHITE: Any discussion of that motion? 
Now, for chairman of next year’s section, Dr. Har- 
vey P. Towle of Boston. And I will ask the secre- 
tary to cast a vote in favor of Dr. Harvey P. Towle. 
(The secretary cast a ballot.) 


CHAIRMAN WHITE: Dr. Towle is elected unani- 
mously. 

Now, the secretary? Dr. Jacoby of Boston. 
same motion, I suppose? 
the ballot. 


(The secretary cast a ballot.) 


The 
The secretary will cast 


CHAIRMAN WHITE: Dr. Jacoby is duly elected. 

Now is there any other business to come before 
the meeting? If not, we will proceed to the read- 
ing of the papers. 

Dr. White then read a paper on “The History of 
Dermatology in Boston.” 





THE HISTORY OF DERMATOLOGY IN BOSTON* 
The Chairman’s Address 


BY CHARLES J. 


HERE is still in existence a little broadside 

measuring four and one half by seven inches 
announcing that: ‘‘The undersigned respect- 
fully inform the medical profession of Boston 
that they have established a free dispensary for 
diseases of the skin and eye at 93 Eliot Street 
which will be open every morning from 10 to 
12, Sundays excepted. They will be happy to 
attend to any charity cases of these diseases 
which may be sent: to them.’’ This notice was 
dated September 24, 1860, and was signed J. C. 
White, B. J. Jeffries, F. B. Sprague and an- 
nounces, apparently, the birth of the specialty 
of dermatology in Boston. 

These three young physicians, together with 
Drs. Hasket Derby, Gustavus Hay and Henry 
Kemble Oliver, were fellow Bostonians, by 
birth or by adoption, who studied in Vienna in 
1856 and 1857, in the very heyday of the Kais- 
erstadt when Franz Joseph and his beautiful 
empress were young and happy, when the music 


*Read at the Annual Meeting of the Massachusetts Medical 
Society, Section of Dermatology and Syphilology, June 3, 1935. 


tWhite, Charles J.—Edward Wigglesworth Professor of Der- 
matology, Harvard Medical School. For record and address 
of author see “This Week’s Issue,’’ page 380. 
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and ballet of this gay city were the delight of 
the world and when the master physicians 
Skoda, Oppolzer, Hyrtl, Sigmund, Rokitansky 
and Hebra were the pride of the medical world. 
When these six devotedly enthusiastic young ad- 
mirers of Viennese culture returned to Boston, 
five to become ophthalmologists and one a der- 
matologist, they founded their so-called ‘‘ Vienna 
Club’’ which was destined to endure for fifty 
years before any one of them should die, and 
is ‘‘a rather remarkable record’’. At first their 
monthly meetings were largely medical with 
beer and pretzels as an afterthought. With the 
passing of the years the medical portion of the 
evening programs became less and less distinct, 
the event becoming more and more a purely gas- 
tronomie affair and the former primitive beer 
and pretzels assuming gradually the form of a 
delicious five or six course dinner with rare 
sherries, still rarer Rhine wines and the inevit- 
able champagnes in temperate abundance. One 
may well grasp the essence of this faithful and 
happy brotherhood when one reads this last 
stanza of a poem written by Dr. Sprague for 
the twenty-fifth anniversary dinner :— 
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“Vor fiinf und zwanzig Jahren wir schlossen unsern 

yam Ritter wahlten wir den guten Tafel 

Soll pov in Wien gemiithlich sein, in Boston nicht 

War woh bei uns kein Magen leer und durstig keine 
<ehl.” 


These were interesting men, all well born, 
all highly educated in languages, medicine, lit- 
erature and natural history; all different in 
their looks, their sense of humor, their religious 
beliefs, their methods of life; but all indissolu- 
bly united in their first love—Vienna. 


One of these men must now occupy our atten- 
tion for it was he who, first in Boston, devoted 
his medical life wholly to dermatology and con- 
tinued to do so, often of necessity militantly, 
to within a few years of his death in his eighty- 
third year. 

James C. White entered Harvard College very 
early in his seventeenth year and graduated in 
1853. Charles William Eliot was his classmate 
and these two men were destined to become the 
protagonists in the bitter battle for a better 
Harvard Medical School waged against the 
then firmly intrenched private medical teachers 
in Boston. 

During these college years White worked 
faithfully at his prescribed studies but he de- 
voted much time to the reading of good English, 
French and German literature, to the practical 
study of botany under the personal guidance of 
Professor Asa Gray and to the shooting and 
stuffing of birds for the Harvard Natural His- 
tory Society of which he was Curator of Orni- 
thology. In 1856 he received from the Harvard 
Medical School the degree of Doctor of Medi- 
cine and was awarded a ‘‘dissertation’’ on Uri- 
nary Caleuli. 

In this same year Dr. White joined the Bos- 
ton Society of Natural History and acted as 
Curator of Comparative Anatomy from 1858 to 
1868. In 1856 he became a member of the Massa- 
chusetts Medical Society, was chosen anniver- 
sary chairman in 1881, was appointed orator in 
1889 and served as president in 1892-1893. In 
September, 1856, began the year of foreign study 
and travel. In 1857 the practice of medicine in 
Boston was begun. In 1857 also came member- 
ship in the Observation Society and two years 
later in the Society for Medical Improvement, 
and its permanent chairmanship in 1879. In 
1886 the much coveted honor of election to the 
American Academy of Arts and Sciences was 
conferred. In 1876 the American Dermatological 
Association was founded and Dr. White was 
chosen its first president and acted again in the 
same capacity in 1897. In 1907 he enjoyed the 
great privilege of serving as president of the 
Sixth International Dermatological Congress. 
During the course of these many years Dr. White 





was elected corresponding member of the French 


and Argentine Dermatological Societies and 
honorary member of the Dermatological Socie- 
ties of Italy, London, Vienna, Berlin, and New 
York and enjoyed also the distinction of having 
named for him a ward in the hospital of the 
University of Cagliari in Sicily. 

Dr. White’s first hospital position came in 
1858 when he joined the staff of St. Vincent’s 
Orphan Asylum. In 1860, as we have already 
recorded, in conjunction with Dr. B. Joy Jeff- 
ries he opened a dispensary for skin patients. 
In 1863 he was appointed physician to out- 
patients at the Boston Dispensary. In 1865 
he was given the same position at the Massa- 
chusetts General Hospital and constituted the 
whole department. Think of the growth which 
one generation has witnessed! In 1870 came 
the last change when Dr. White assumed con- 
trol of the skin department, a post which he 
held for thirty-three years. And finally, with 
the foundation of the House Pupil Alumni As- 
sociation in 1905 he became its first president. 

In 1863 a course of University lectures was 
established in the Harvard Medical School and 
Oliver Wendell Holmes and Dr. White were ap- 
pointed its first lecturers. Subsequently, Dr. 
White, with the title of lecturer, gave courses in 
dermatology in the department of clinical med- 
icine. In 1866 he was made adjunct professor 
of chemistry; and in 1871 professor of der- 
matology, a new chair in the Harvard Medical 
School and the first to be established in the 
United States. 

Despite all these arduous, quasi-public duties, 
time was found to mount many skeletons of 
animals, to act as state expert in chemistry, to 
prepare an almost complete herbarium of the 
wild flora of New England, to serve as medical 
examiner of a large life insurance company, to 
edit the Boston Medical and Surgical Journal 
and to serve as chairman of the standing com- 
mittee of the First Church of Boston (Uni- 
tarian). 

Throughout these long years Dr. White strove 
persistently in publie utterance and in private 
acts for the betterment of medical education 
and for the up-lifting of dermatology, and it is 
perhaps true that he took more pride in his 
share in the successful outcome of these en- 
deavors than in any other of the many activ- 
ities of his long medical career. As a writer he 
was prolific and catholic and his titles extend 
to 364 numbers. 

Apart from medical work, the mainspring of 
his life, Dr. White found time for wide reading 
and for travel, making six journeys to Europe 
and two to the Pacific Coast and Alaska. 

He died in Boston from one of the infirmities 
of old age on January 5, 1916, after a life extra- 
ordinarily free from illness. His was a long 
and useful career and he died contented. 

The year 1868 marks the second milestone in 
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Boston’s dermatological history for on March 
10 the City Hospital opened its Skin Out-Pa- 
tient Department under the guidance of Dr. 
Howard Franklin Damon who held this position 
until his resignation in 1877. Dr. Edward Wig- 
glesworth was appointed his successor and served 
until his death early in 1896. Dr. George H. 
Tilden received his first skin appointment at this 
clinic in 1881 and held his position until he re- 
siened in 1894. Dr. James S. Howe began his 
services in 1887 and terminated them in 1907. 
Dr. George F. Harding came on the scene in 
1893 and remained until his resignation took 
effect in 1907. Dr. Harvey P. Towle’s name 
first appears in 1898 and he remained in the de- 
partment until he left to go to the Massachu- 
setts General Hospital Skin Department in 1903. 
Dr. C. Morton Smith’s term of service began 
in 1904 and ended one year later. Since then 
the following men have carried on the early 
tradition under wonderfully improved condi- 
tions : 


John H. Bufford 
Francis J. Keany 


Arthur P. Perry 
Townsend W. Thorndike 


William P. Boardman 
George P. Howe 


1905 (temporarily) 

1907—died on November 
23, 1916 

1907-1918 

1907—died on April 5, 
1929 

1912 to date 

1914—died serving in the 





English Army in 1918 
1918—died in October, 
1928 
1920 to date 
1922 (for six months) 
1925 to date 
1925 to date 
1927 to date 


Maximilian C. von Groll 


Walter T. Garfield 
Jacob H. Swartz 
John G. Downing 
Bernard Appel 
Francis P. McCarthy 


Abraham Blumenfield 1929-1934 
Fred N. J. Dube 1931 (served only one 
month) 


C. Edward Green 
Henry Benjamin 
Irving Showstack 
Sidney A. Sheffner 
George Schwartz 


1931 to date 
1931 to date 
1932 to date 
1932 to date 
1933 to date 


Arthur M. Simmons 1933-1934 

E. A. Lafreniere 1933 to date 
Juan E. Clavell 1934 to date 
Isadore H. Jaffee 1934 to date 
Irving L. Cutler 1934 to date 
James C. Brudno 1934 to date 
Frederick L. Campbell 1934 to date 
Eli E. Leeder 1934 to date 
Charles Silverstein 1934 to date 


Let us examine the lives of the pioneers of the 
City Hospital Clinic. Dr. Howard Franklin 
Damon was born in Scituate, a descendant of 
the early settlers of this old Massachusetts town. 
He graduated from Harvard College in 1858 
and from the Harvard Medical School in 1861 
and died on September 17, 1884. He became 
in due time a member of the Massachusetts Med- 
ical Society, of the Boston Society of Medical 
Surgeons, of the American Medical Association, 
of the Boston Obstetrical Society, and a charter 
member of the American Dermatological <Asso- 





ciation. It does not appear that he studied 
abroad but in 1860 he wrote a small brochure 
on the neuroses of the skin, in 1863 he re- 
ceived the Boylston Medical Prize for an essay 
on Leucocythaemia and in 1869 he produced an 
Atlas of Skin Diseases. 


Dr. Edward Wigglesworth, a worthy succes- 
sor of a long and distinguished line of Bos- 
tonians, graduates from Harvard College since 
1651, was born on December 30, 1840, received 
his early education at the Boston Latin School 
and graduated from Harvard College in 1861 
and from Harvard Medical School in 1865. He 
then gave five years to medical studies in Europe 
devoting himself especially to dermatology and 
on his return to Boston he continued this inter- 
est until his death in January, 1896. Like Dr. 
White and Dr. Jeffries ten years before him, he 
established a free clinic for indigent skin pa- 
tients and continued this charitable work until 
he joined the dermatological department of the 
City Hospital in 1877 and became its head in 
1894. For several years he was an instructor 
in dermatology at the Harvard Medical School. 
He was a member of numerous medical socie- 
ties and became one of the founders of the 
American Dermatological Association in 1876, 
its vice-president in 1879 and its president in 
1886. He was one of the founders of the Amer- 
ican Archives of Dermatology and throughout 
his medical career was an ardent collector of 
dermatological books, atlases and models, in the 
end a splendid collection which he presented to 
the Harvard Medical School. Dr. Wiggles- 
worth did not limit his activities to dermatology 
for he was one of the founders of the Boston 
Medical Library, gave much time and energy to 
raising funds for the erection of the Boylston 
Street building of the Harvard Medical School, 
tried his utmost to secure registration of physi- 
cians in Massachusetts and worked arduously as 
a member of the health department of the Amer- 
ican Social Science Association. 


Dr. George Horton Tilden was a native of 
Lowell, born on December 25, 1850 and dying 
in Paris May 30, 1916. He graduated from 
Harvard College in 1872 and from the Har- 
vard Medical School in 1876. He served as 
house officer at the Massachusetts General Hos- 
pital and afterwards practiced in dermatology 
and syphilology and in genito-urology holding 
positions in these medical and surgical special- 
ties in the Harvard Medical School and at the 
Boston City Hospital and at the Boston Dis- 
pensary. In 1884 he became a member of the 
American Dermatological Association and served 
as Secretary from 1886 until 1889 when he be- 
came Vice-President. In 1893 he went to Japan 
where he entered fully into the life of the coun- 
try not as a traveler but as a true lover of the 
Japanese people and their manners and their 
customs. He became intensely interested in the 
ancient and honorable art of sword making, 
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eventually being accepted into the guild, a dis- 
tinct honor even for a native. Subsequently he 
lived in Boston for some months and finally de- 
parted for Europe where he ended his days. 
Dr. James Sullivan Howe was born in Nor- 
wood, Massachusetts, on July 7, 1858 and died 
in Brookline November 21, 1914. He graduated 
from Harvard College in 1878 and from the 
Harvard Medical School in 1881. Then came 
a year’s study in Vienna and the subsequent 
practice of dermatology for thirty years. He 
joined the skin staff of the Boston City Hospital 
in 1887 and served the hospital well for twenty 
years and resigned for good and sufficient rea- 
sons. He was a sound dermatologist, a hater of 
slipshod methods and of ignorance. In 1888 
the coveted membership in the American Der- 
matological Association came to him and in 
1911 he was elected to the Vice-Presidency. 


The third epoch in Boston’s dermatological 
history began on April 1, 1870, when. according 
to the annual report for that year of the Mass- 
achusetts General Hospital, ‘‘Dr. James C. 
White tendered his resignation as Visiting Phy- 
sician and asked to be appointed as physician 
to a separate department for the treatment of 
skin diseases.’’ In compliance with his request 
the Trustees voted that ‘‘some vacant rooms 
in the Hospital be prepared for the reception of 
patients with such diseases and that they may 
be occupied temporarily and experimentally by 
Dr. White for the treatment of such diseases. It 
is understood that the measure is still in the 
stage of experiment.”’ 

Note the last few phrases and especially the 
words ‘‘temporarily,’’ ‘‘experimentally’’ and 
‘‘experiment’’. They foreboded trouble! The 
Trustees of those days and especially one all- 
powerful member of the house-staff did not take 
kindly to new ideas; but let Dr. White describe 
the sequelae in his own words (autobiographi- 
eally pp. 274-275) : 

‘*In 1870, after long-continued agitation on 
my part a ward for the care of skin diseases was 
established by the trustees in the face of great 
opposition on the part of the surgical staff and 
placed under my charge. The Massachusetts 
General Hospital was the first hospital in this 
country to take such a step. It was doomed, 
however, to an early death. This was the year 
when I delivered the introductory lecture to the 
medical class, in which I exposed the glaring 
faults of the system of education then existing 
in our school and placed the responsibility for 
them where they belonged. This aroused a vio- 
lent and active hostility on the part of some 
members of the medical faculty and hospital 
staff, and war was declared against the new 
skin ward. The class of patients to be admit- 
ted to the ward was left to be determined by 
the superintendent. He excluded all parasitic 


diseases, all chronic cases, and syphilis. He also 
made the statement, communicated to me by 








one of the visiting staff, that he would assure 
the closing of the ward within six months. Ow- 
ing to this lack of support on the part of the 
administration, the persistent opposition of 
certain members of the surgical staff, and the 
lukewarm interest of the profession in the ad- 
vance of specialties, the ward was closed. The 
Chairman of the Trustees, in expressing his 
sympathy, told me that it was impossible to 
stand up against the domineering will of cer- 
tain members of the surgical staff and one of 
their own body. The punishment of the phy- 
Sician in charge was complete.”’ 

Dr. White retreated to his Out-Patient De- 
partment and remained thus hampered until 
his retirement in 1902 and it was not until 
after this event that Dr. Charles Goddard Weld, 
the ever-generous benefactor of the hospital, 
gave his ward of twenty beds to be devoted 
wholly to the care of dermatological and syph- 
ilological sufferers; but during all these long 
years the progress of Boston dermatology had 
been forced to suffer by the wilfulness and short- 
sightedness of certain selfish men. 

Despite this grievous disappointment the der- 
matological department of the Massachusetts 
General Hospital grew rapidly in the number 
of its patients, and in its fame. Patients came 
from long distances to receive its benefits and 
in their turn afforded an opportunity to gen- 
erations of medical students, undergraduates 
and graduates, to study at close hand the com- 
monest and the rarest cutaneous disorders. 

For eighteen years Dr. White, single-handed, 
carried this ever-increasing load, no clerk, no 
house-officer, no nurse. What a contrast with 
these days of swarming attendants of all deserip- 
tions! 

In 1889 Dr. John Templeton Bowen, fresh 
from his foreign studies, received his appoint- 
ment to the skin department and by his knowl- 
edge of the latest ideas of European dermatol- 
ogy and his aptitude for cutaneous micro- 
pathology added strength and breadth’to the de- 
partment. He served with distinction at the 
hospital and at the medical school, acting from 
1902 until his resignation in 1913 as head of 
the two departments. 


Subsequent appointments to the skin clinic are 
as follows: 


Charles J. White 1895-1927 
Frederick S. Burns 1900-1926 
Harvey P. Towle 1903-1925 


E. Lawrence Oliver 
Loretta J. Cummins 
C. Guy Lane 

Arthur M. Greenwood 
J. Harper Blaisdell 
John H. Bufford 
Jacob H. Swartz 
Ethel M. Rockwood 
Henry W. N. Bennett 
Mildred Ryan 
Francis L. Burnett 
Myer M. Tolman 


1911 to date 
1916 to date 
1919 to date 
1921 to date 
1914-1928 

1913-1927 

1923 to date 
1928 to date 
1928 to date 
1929 to date 
1931 to date 
1931 to date 
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Charles E. Wells 1932 to date 


Herman Groh 1932 to date 
John Adams 1933 to date 


This list would not be complete without the 
addition of the name of Margaret (‘‘Peggy’’) 
Reilly who received graduate training in the 
skin ward, saw two years of active service in 
Europe during the war, came in 1916 to the 
skin department as social service nurse and has 
remained ever since, one might almost say, as 
the guiding and guarding spirit of the clinic. 

It would be a distinet pleasure to write of 
these numerous successors of James C. White 
who have worked so hard and faithfully to fol- 
low in his footsteps, but it would be beyond 
the seope of this paper which necessarily limits 
itself to the lives that have been completed. 

The fourth chapter of Boston dermatology 
opens with the foundation of the Department 
for Skin Diseases at the Boston Dispensary in 
1873 with Dr. Francis Boot Greenough in 
charge. ; 

Dr. Greenough, a member of a distinguished 
American family, was born in Boston on De- 
cember 24, 1837 and died on October 16, 1904. 
He graduated from Harvard College in 1859, 
spent one year in the Lawrence Scientific School 
of Harvard, studied architecture and medicine 
at Pisa and Florence for two years, acted for 
some months in 1864 as assistant surgeon in the 
United States Army, served as house pupil at 
the Massachusetts General Hospital, received 
his degree from the Harvard Medical School in 
1866 and pursued his graduate medical studies 
for another year in Vienna. From the very first 
he devoted his especial interests to dermatology 
and syphilology and as the years passed he be- 
came a prime authority in genito-urinary dis- 
eases and syphilis. For eight years (1868-1876) 
he was Surgeon to the Carney Hospital. From 
1875 to 1895 he was Clinical Instructor in Syph- 
ilis at the Harvard Medical School. In 1879 
he was elected a member of the American Der- 
matological Association, served as one of its Vice- 
Presidents in 1887 and became its President in 
1891. 


Dr. Greenough retired from the Dispensary 
in 1897 after twenty-four years of service and 
Dr. Abner Post, who had been his collaborator 
since 1882, succeeded him and remained on ac- 
tive duty until 1913, continuing as consultant 
until his death in 1934, thus terminating a medi- 
eal connection with this old institution for fifty- 
two years. 

Dr. Abner Post was the son of Sylvester Gil- 
bert Langdon but at twelve years of age he 
adopted his mother’s surname. He was born 
in 1844 and died on April 20, 1934. He was a 
graduate of Yale College in 1866 and of the 
Harvard Medical School in 1870. His surgical 
internship was at the Massachusetts General 





Hospital and before his gradual and final evolu- 
tion into one of the distinguished syphilologists 
of the country he served as surgeon at the United 
States Marine Hospital in Chelsea, at the Bos- 
ton City Hospital for many years and at the 
Children’s Hospital. He served as Assistant 
Editor of the Boston Medical and Surgical Jour- 
nal from 1881 to 1890. He was a member of 
the Massachusetts Medical Society, of the Ameri- 
can Medical Association, of the American As- 
sociation of Genito-Urinary Surgeons, and of 
the New England Dermatological Society. He 
was elected to membership in the American 
Dermatological Association in 1892 and served 
as its President from 1917 to 1919. He taught 
syphilis for thirty-four years at the Harvard 
Medical School, from 1882 to 1906 as Instrue- 
tor, and for the following five years as Assist- 
ant Professor and during his final quinquennial 
as Professor. Despite his discouragingly slow 
apprenticeship and advancement he never fal- 
tered in his devotion to his teaching duties. This 
faithful characteristic marked his fifty-two 
years’ connection with the Boston Dispensary, 
thirty-one of which he spent in actual work, in 
the subsequent years remaining on the staff as 
consultant. 

Many men have followed these two faithful 
pioneers and their names and the dates of their 
services to the Dispensary follow: 


James S. Howe, M.D. 1896-1914 
Cc. Morton Smith, M.D. 1901-1914 
J. H. Bufford, M.D. 1908-1916 
Clarence G. Lane, M.D. 1914-1922 
J. Harper Blaisdell, M.D. 1914-1917 
Loretta J. Cummins, M.D. 1916-1917 
William H. Greene, M.D. 1917-1922 
David L. Williams, M.D. 1917-1922 
Henry J. Perry, M.D. 1919-1926 
Alexander L. MacLaren, M.D. 1918-1930 
Herbert H. Sawyer, M.D. 1918-1925 
Clarence M. Casselberry, M.D. 1918-1925 
Consultant 1926 to date 
Walter T. Garfield, M.D. 1920-1926 
John F. Martin, Jr., M.D. 1920-1921 
Percy L. Dodge, M.D. 1921-1925 
William G. Brooks, M.D. 1922-1923 
William D. Wheeler, M.D. 1922 to date 
J. Leon Grund, M.D. 1923-1926 
Freeman C. Wight, M.D. 1925-1929 
Harry W. Hammond, M.D. 1925-1928 
Arthur M. Simmons, M.D. 1925 to date 
Harry F. Friedman, M.D. 1926-1932 
Austin W. Cheever, M.D. 1918-1932 
Russell L. Splaine, M.D. 1926-1931 
Agnes G. Israelian, M.D. 1927-1931 


1929 to date 

1929 to date 

1930 to date 

1930 to date 

1932 to date 
1929-30—1932 to date 
1932-1933 

1934 to date 


Nels A. Nelson, M.D. 

Israel M. Blumerfield, M.D. 
Henry C. M. DeWolfe, M.D. 
Francis M. Thurmon, M.D. 
Maurice M. Tolman, M.D. 
Sidney M. Simons, M.D. 
Samuel S. Cargen, M.D. 
Robert H. Goldfarb, M.D. 


The fifth stage in the historical development 
of Boston dermatology was inaugurated in Jan- 
uary, 1891, when a Skin Department was insti- 
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tuted at the Carney Hospital with Dr. John T. 
Bowen as its head who served until 1895. 
The complete roster of this clinic is as follows: 


Dr. George F. Harding 1892-1902 
Dr. W. G. MacDonald 1895-1906 
Dr. Harvey P. Towle 1897-1903 


Dr. F. J. Keany 1904—died in 1916 

Dr. Townsend W. Thorndike 1904-1913 

Dr. William P. Boardman 1910—resigned to en- 
ter the war 


Dr. G. P. Howe 1912—killed in the 


war 

Dr. J. Brady 1915-1921 

Dr. W. W. Fennessey 1918—died in 1934 
Dr. William J. Macdonald To date 


A sixth event in our local history was the es- 
tablishment in 1913 by the Massachusetts Gen- 
eral Hospital of a separate department of syph- 
ilis despite the bitter protests of the members of 
the skin staff, who felt that their expert opinion 
should outweigh the visionary views of certain 
all-powerful extremists. This revolutionary su- 
per-specialism evoked much adverse comment 
among American dermatologists who subse- 
quently discussed this schism with some mem- 
bers of the skin staff. 

A most excellent choice as chief of this de- 
partment was made in the person of Dr. C. Mor- 
ton Smith whose knowledge of this all-invading 
disease was most minute and whose devotion to 
this new clinic was and remained remarkable. 
To strengthen this already strong position Dr. 
Abner Post was appointed consultant. 


The following men served in this department: 


Dr. George A. Dix 1916-1924 

Dr. Henry D. Lloyd 1916-1929 

Dr. Austin W. Cheever 1917-1926 

Dr. Harry C. Solomon 1920-1925 

Dr. Edward W. Karcher 1921—died February 18, 
1935 


Dr. Bryant D. Wetherell 1919-1924 


In 1929 the Hospital authorities reversed their 
former opinion and the care of syphilis was re- 
turned to the Skin Department with Dr. E. Law- 
rence Oliver as chief and Dr. C. Morton Smith 
as Special Consultant in Syphilis. 


The seventh chapter in our history relates to 
the foundation of the New England Dermato- 
logical Society in 1915. This society is really the 
logical suecessor of the Boston Dermatological 
Club which was a small and intimate group of 
men of whom we shall hear more in the conclud- 
ing paragraphs of this story. With the in- 
crease in the number of men devoting them- 
selves to the study and the practice of derma- 
tology it was felt by some of the members of 
this earlier club that it would be wise and fair 
to extend to the newcomers the advantages 
which the older men had enjoyed in their clin- 
ical meetings. Dr. Harvey P. Towle, with his 
usually active and progressive mind, was the 
ringleader in this praiseworthy development and 
after numerous consultations with men here- 
abouts and in our neighboring states he brought 


. 





this new dermatological body into being with 
Dr. Abner Post as President, Dr. Townsend W., 
Thorndike as Vice-President and Dr. Charles 
J. White as Secretary, these men representing 
respectively the skin clinics of the Boston Dis- 
pensary, the City Hospital and the Massachu- 
setts General Hospital. 

This society has well vindicated the wisdom 
of the founders’ decision and foresight. It has 
grown to a membership of seventy and its four 
annual meetings, held alternately at the Mass- 
achusetts General Hospital and at the City Hos- 
pital, allow its faithful and enthusiastic mem- 
bers to study and discuss many interesting, some- 
times rare, examples of skin diseases. 

A still further and widening development in 
the evolution of this Society is its coalition with 
all the numerous dermatological bodies scattered 
along the eastern seaboard from Maine te Wash- 
ington, D. C., into the Atlantic Dermatological 
Union which meets annually in one of its home 
ports. 

The eighth milestone in Boston’s dermatologi- 
eal progress was the founding of a skin clinic 
at the new Beth Israel Hospital in 1928. Dr. 
Jacob H. Swartz was appointed Chief and Dr. 
E. Lawrence Oliver, Consultant. 

Since then the following men have received 
appointment to the skin staff: 


Dr. Austin W. Cheever 1930 to date 

Dr. William D. Wheeler 1930 to date 

Dr. Bernard Appel 1930-1933 

Dr. John G. Downing 1930 to date 

Dr. Agnes C. Israelian 1930 to date 

Dr. A. Blumenfield 1930-1934 

Dr. Maurice L. Tolman 1932 to date 

Dr. Herbert Abel 1932—died in 1934 
Dr. Sidney Sheffner 1935 to date 


The ninth and final marker (to date) in the 
life and steady growth of Dermatological Bos- 
ton occurred last June (1934) when Dr. Harvey 
P. Towle, associated with Drs. J. H. Blaisdell, 
W. P. Boardman, F. S. Burns, G. A. Dix, A. M. 
Greenwood, R. Jacoby, C. Gt Lane, E. L. Oliver, 
and C. Morton Smith petitioned the Councilors 
of the Massachusetts Medical Society for per- 
mission to found a Section of Dermatology and 
Syphilology within the parent organization. A 
hearing was given by the Councilors and with 
only faint opposition the petition was granted 
and let us hope that this section may continue 
an enduring success as long as the science of 
dermatology remains a separate branch of gen- 
eral medicine. 

Such is the formal though necessarily cur- 
tailed account of the development and evolu- 
tion of Boston dermatology, a branch of med- 
ical science which has never been justly rec- 
ognized or treated by the higher local medical 
hierarchy but which, despite many rebuffs and 
disappointments, has left its mark on the world’s 
dermatological pages. 

For the sake of future students of our der- 
matological past it would be a pity not to add 
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as a concluding chapter a verbal picture of the 
pioneers as they sat at table after the conclu- 
sion of the evening clinical meeting of the Bos- 
ton Dermatological Club which was founded 
perhaps in 1888 and continued with changing 
personnel until it was fused, as previously 
stated, with the larger and more comprehensive 
New England Dermatological Society. 

This earlier group was small and intimate, 
its patients were few but well chosen, discussion 
was informal but everyone present contributed 
his best. Then followed a suitably simple but 
delightfully friendly supper where the younger 
members listened to the wise and educated re- 
marks of the elders. 

Such a meeting took place in November, 1895. 
Dr. George H. Tilden was in Japan but the 
other charter members and one initiate were 
present. 

Dr. James C. White, erect, dignified, ruddy- 
cheeked, white-haired and bearded, courteous, 
stern in his professional moments but a delight- 
ful companion when ‘‘off duty’’ and able to 
talk authoritatively on many subjects. 

Dr. Francis B. Greenough, distinctly tall but 
somewhat stoop-shouldered, an aristocrat to the 
tip of his fingers, with a charming smile play- 
ing about his mouth, a great lover of shooting 
and always accompanied on the street by one 
or more pointer or setter dogs, a delightful con- 
versationalist. 

Dr. Edward Wigglesworth, rather thick-set, 
strikingly red-faced with contrasting abundant, 
short-cropped, upstanding white hair, much in 
earnest, full of Latin and Greek quotations, a 
man to be admired and trusted like all his 
family for generations in America. 





Dr. Abner Post, of good height with stooping 
shoulders, white-bearded, concealing evidently 
behind that beard a good many thoughts, wise, 
amusing and often cryptic, a man who had to 
be drawn out, a man of sterling qualities, per- 
haps unappreciated and hence introvertive, a 
patient man and one ever thoughtful of an 
ambitious student. 


Dr. James S. Howe, a large, tall, athletic, out- 
of-door, bronze-faced man with a graceful mous- 
tache partially concealing a left-sided facial 
paralysis; a distinctly forthright man hating 
shams, impatient of stupidity, a cheerful, pleas- 
ant companion. 

Of Dr. John T. Bowen we would like to say 
much but our tongue is tied for in this narra- 
tive personal remarks are limited to those who 
have passed on. 


In subsequent years Dr. George F. Harding, 
Dr. John H. McCollom, Dr. Frederick S. Burns, 
Dr. C. Morton Smith and Dr. Harvey P. Towle 
joined the Club and with the passing years our 
elders, unhappily for us, disappeared from the 
scene but became unforgettable shadows of the 
irretrievable past. 


The writer wishes to acknowledge with thanks 
his debt to the various hospital superintendents who 
have furnished him with their respective rosters 
and to certain biographers who have given him clues 
to the life histories of the men who figure in these 
pages. 





CHAIRMAN WHITE: Gentlemen—The next paper of 
the meeting will be “Oral Manifestations of Bismuth” 
by Francis P. McCarthy of Boston and Smith O. 
Dexter, Jr., of Boston. 





ORAL MANIFESTATIONS OF BISMUTH* 


BY FRANCIS P. MC CARTHY, M.D.,f AND SMITH 0. DEXTER, JR., M.D.{ 


HE use of bismuth in the treatment of syphi- 

lis is now so widespread that it is not gen- 
erally known how recently the drug has come 
into use. Although bismuth was employed by 
Balzer as early as 1889 to treat syphilis, it fell 
into disrepute because of the very toxie prepar- 
ation which he employed. Little was heard of 
bismuth in this connection until 1916 when Sau- 
ton and Robert observed its value in chicken 
spirillosis. Six years later in 1922, following 
experimental work on rabbit syphilis, Sazerac 
and Levaditi used it again in the treatment of 
human syphilis. Since that time bismuth has 
attained a position in the treatment of syphilis 


*Read at the Annual Meeting of the Massachusetts Medical 
Society, Section of Dermatology and Syphilology, June 3, 1935. 


+McCarthy, Francis P.—Professor of Oral Medicine, Tufts 
College Dental School. Dexter, Smith O., Jr.—House Physician, 
Fourth Medical Service, Boston City Hospital. For records 
and addresses of authors see ‘‘This Week’s Issue,”’ page 380. 





second only to that of the arsenicals and has al- 
most displaced the use of mercury. 

The three drugs commonly used in syphilis 
have widely different properties from a thera- 
peutic and toxicological standpoint. Arsphen- 
amine has the most active spirocheticidal power 
of the three and sterilizes infectious lesions with 
great rapidity. Its beneficial action is due al- 
most entirely to this ability to kill the organ- 
isms. The exact mode of action of bismuth in 
syphilis is undetermined at the present time. 
That spirochetes disappear from infectious le- 
sions under bismuth therapy has been amply 
demonstrated, but how far this action is due to 
a direct spirocheticidal power or to stimulation 
of the patient’s resistance is unknown. Regard- 
less of these theoretical considerations, bismuth 
is daily proving itself to be a practical and in- 
valuable adjunct in the treatment of all stages 
of syphilis. Mercury, on the other hand, has 
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a negligible direct effect on the organisms, but 
probably owes its action to its stimulating ef- 
fect on the resistance of the host although the 
exact mechanism of this effect is unknown. 


From the viewpoint of toxicity the three drugs 
differ greatly. Arsphenamine has marked toxic 
properties which have been thoroughly investi- 
gated, and are generally known, while the stoma- 
titis, nephritis, and general debilitating effects 
of mereury are also well known. The toxicol- 
ogy of bismuth is being extensively studied, and 
while it is the least injurious of all the drugs 
employed, yet it is far from innocuous. 


Within the last few years a vast number of 
preparations have appeared on the market, dif- 
fering widely in bismuth content, solubility, and 
method of administration. The most important 
preparations may be roughly subdivided into 
five groups: 


(1) Water soluble in water solution, e.g., 
bismuth sodium tartrate. 

(2) Water insoluble. suspended in water, 
e.g., bismuth metal. 

(3) Water soluble in oil solution, e.g., bis- 
muth potassium tartrate. 

(4) Oil soluble in oil solution, e.g., bismocy- 
mol, biliposal. 

(5) Oil insoluble, suspended in oil, e.g., bis- 
muth salicylate. 


These preparations show definite differences in 
rate of absorption and excretion, although in 
the first four groups the difference is not very 
great. However in the last group, e.g., bismuth 
salicylate, absorption and excretion are greatly 
delayed and hence accumulative mild toxic phe- 
nomena are more pronounced. 

Bismuth is now a one route drug. Oral and 
inunction methods have been proved valueless, 
and the intravenous route has been shown to be 
dangerous and ineffective. Beerman pointed out 
that almost all the immediate fatalities during 
bismuth treatment were due to intentional or 
accidental intravenous injection. The reason 
for its high toxicity intravenously is the close 
approximation of the toxie and therapeutically 
effective doses; as the toxic dose is 100 mg., and 
the minimum curative dose 90 mg. On the other 
hand, with the intramuscular route the toxic 
dose is three to ten times the effective thera- 
peutic dose. 


The rapidity with which bismuth is absorbed 
from the injection site varies with the type of 
preparation employed. With the more rapidly 
absorbed preparations the maximum bismuth 
eoncentration in blood and tissues occurs with- 
in a few hours. In experimental work it has 
been found that the principal depots of storage 
are the kidney, heart, lungs, and liver. It has 


also been observed that there are deposits of 
bismuth sulphide in the cecum. Probably the 
factors determining its presence here are sim- 





ilar to those which cause precipitation in the 
bueeal mucosa. The question of its penetration 
into the nervous tissues has been widely dis. 
eussed, but according to Klauder and Brown 
the concentration in spinal fluid in human sub. 
jects and in the brain of experimental animals 
is almost negligible regardless of the prepara- 
tion employed. 

The question of its excretion has been eare- 
fully studied by Hanzlik and Mehrtens, Soll- 
mann et al., and others. With easily absorbed 
preparations bismuth appears in the urine the 
day after administration, reaches a maximum 
on the second or third day, and then gradually 
diminishes in amount over three weeks when 
perceptible excretion has nearly ended. The ex- 
cretion curve is much the same with water sol- 
uble, oil soluble, and oil suspension of the tar- 
trate preparations, though time intervals are 
longer with the last two groups. Bismuth salic- 
ylate stands in a class by itself because of its 
greatly delayed absorption and_ excretion. 
Mehrtens and Hanzlik found that with the water 
soluble preparations in aqueous solution, after 
one or two injections had been given (equiva- 
lent to 22 or 44 mg. of bismuth) 45.2 per cent 
was excreted in the course of two weeks in the 
urine. Sollman et al. found lower figures with 
excretion from fifteen per cent to twenty-five 
per cent, in three weeks for all preparations ex- 
cept the salicylate. With this last preparation 
only four per cent was excreted in three weeks, 
though a longer follow-up period would greatly 
raise this figure, since minute amounts continue 
to be excreted for several weeks. 

The toxic manifestations of bismuth are nu- 
merous and a vast number of cases of poisoning 
have been described. The skin, blood, liver, kid- 
neys, gastro-intestinal tract and nervous sys- 
tem have been reported as the chief sites of 
strong toxic effects of the drug. By far the 
most common manifestation is bismuth stoma- 
titis. Vigne in a series of 76,478 injections 
found that treatment had to be stopped in from 
eight per cent to ten per cent of cases. The 
reasons for ceasing treatment were classified as 
follows: 


Stomatitis 72% 
Asthenia and “grippe”’ 10% 
Local pain (severe) 9% 
General reactions 6% 
Cutaneous eruptions 5% 
Abscess (at site of injection) 3.3% 


Irgang et al. have studied the oral complica- 
tions of bismuth therapy in a large number of 
eases. They found a line in the gums in nearly 
100 per cent of cases under treatment. Oral 
sepsis and the use of soluble preparations of 
bismuth seemed to hasten the production of 
this line. Any condition causing irritation of 
the gums predisposed to bismuth deposits and 
led to intensification of the local reaction. When 
deposits became sufficiently marked and coinci- 
dent infection was present, stomatitis with ac- 
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tual necrosis and secondary infection was com- 
mon. Lewin (quoted by Mora) divided the 
oral changes into four stages: 


(1) Slight pigmentation occurring first on 
the lower incisors where tartar and organic 
débris were present. (2) A gingivitis develop- 
ing in the region of the pigment. (3) and (4) 
Ulcerative and gangrenous patches in neglected 
mouths. In support of the fact that oral sepsis 
strongly predisposes to bismuth stomatitis, it 
has been noted that significant degrees of in- 
volvement are much less common among well-to- 
do patients than in clinic practice. 

This present study is based on a series of 511 
consecutive patients under present or recent 
bismuth treatment in the Skin Out-Patient De- 
partment Clinie of the Boston City Hospital. 
The mouth of each patient was examined with 
special attention to the presence or absence of 
bismuth pigmentation, the condition of the gums 
and teeth, and the general oral hygiene. The 
adjacent buccal mucosa was carefully examined 
for the presence of contact areas of bismuth pig- 
mentation. The amount of bismuth given, the 
time interval since the last injection, and the 
period over which treatment had been carried 
out were obtained from the Out-Patient Depart- 
ment records. Those cases with marked oral in- 
volvement had urine and blood examinations 
to exclude severe renal and bone marrow com- 
plications. The results are presented in detail 
along with the case reports of two patients 
with gangrenous stomatitis. 


The bismuth preparation used in this clinic 
was the suspension of the insoluble bismuth salic- 
vlate in oil in dosage of from one to two ee. 
(l to 2 grains) per week. The basic plan of 
treatment in this clinic at the same time this 
study was made was as follows: 


(1) Primary and secondary cases: Twenty 
weekly injections of neoarsphenamine followed 
by fifteen weekly injections of bismuth salicy- 
late followed by a four weeks’ vacation. Sub- 
sequent courses of ten neoarsphenamine and fif- 
teen bismuth salicylate injections. 

(2) Tertiary: Ten neoarsphenamines fol- 
lowed by fifteen bismuth injections, followed by 
a four weeks’ vacation and repetition of the 
course. 


The reasons for the use of the insoluble prep- 
aration are as follows: 


(1) Given in small dosage a continuous sup- 
ply of heavy metal is obtained over the whole 
treatment cycle. 

(2) The difficulty in making patients come 
for treatment even as often as once a week 
makes desirable the use of a preparation which 
is absorbed slowly and whose action is pro- 
longed over a long period of time. 

(3) The rarity of severe toxic reactions and 
the excellent therapeutic results have justified 


We have summarized the results of our stud- 
ies in tabular form in presenting our findings. 
In the study of the incidence of bismuth pig- 
mentation of a series of 511 luetie patients, 400 
of whom were actively under treatment and the 
majority of the balance treated within six 
months with bismuth salicylate, a very high in- 
cidence of pigmentary deposit of bismuth sul- 
phide was noted in the oral cavity. 


511 CASES 
Pigmentation alone 194 cases 
Pigmentation with gingivitis 142 cases 
336—65% 


Of the 400 patients actively under treatment 
278 or approximately seventy per cent showed 
pigment deposits in the gums or elsewhere in 
the bueeal mucosa. Sixty patients in,this group 
were edentulous, four of whom showed pigmen- 
tation. Eliminating this edentulous group, 340 
dentulous cases showed pigmentation in 274 or 
eighty-six per cent. 

In the remaining group of 111 cases treated 
with bismuth within a year, fifty-eight patients 
or fifty-two per cent still showed pigmentary 
deposits of bismuth. Eliminating twenty-one 
edentulous eases, three of whom showed pig- 
mentation, ninety dentulous cases in this group 
showed pigmentation in fifty-five cases or six- 
ty-one per cent. Three hundred and thirty-six 
eases showed pigmentation out of the total of 
511 cases studied or sixty-five per cent who 
were actively or recently under treatment with 
intramuscular bismuth salicylate therapy. 

There was an associated gingivitis in 142 of 
the 336 cases. Whether this gingival inflam- 
matory reaction was due to the bismuth deposit 
it is impossible to say as undoubtedly many of 
these cases had preéxisting gingivitis. 


EDENTULOUS MouTHS SHOWING PIGMENTATION 


81 Edentulous mouths—7 of which showed 
pigmentation 


35 males 3 with pigment 
46 females 4 with pigment 
7 or 9% 

Buccal mucosa of cheeks 3 
Tongue 1 
Vestibule of mouth 2 
Gums 1 

7 


Only nine per cent of the edentulous group 
showed any evidence of pigmentation—all show- 
ing very slight evidence requiring careful search 
of the oral cavity for evidence of the deposit. 
The irritating pressure of dentures was the im- 
portant single factor in this group. 


GRADE OF PIGMENTATION 











the choice of this preparation. 


Grade I 184 
Grade II 122 
Grade III—with contact pigmentation...... 30 
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The pigmentation was graded according to the 
intensity of the gingival staining with special 
reference to contact pigmentation. 

Grade [. Cases showing a faint greyish or slaty 
black gingival linear pigmentation, confined to 
the gum crest localized or generalized in dis- 
tribution and not associated with any clinical 
evidence of inflammatory reaction. 

Grade II. These cases show a broader line 
of pigmentation, with a definite black discol- 
oration of the gingivae, or pigmented areas 
other than the contact cases. 

Grade III. All of the intensely pigmented 
cases were so classified, with an associated con- 
tact pigmentation of the opposing buccal mu- 
cosa. Our first impression in this type of case 
was that the process of imbibition was responsi- 
ble for this pigmentation but we are now sat- 
isfied that the pigmented areas are in direct 
contact with the tartar on the opposing teeth 
and definitely indicate a blood stream deposit 
at the points of lowered resistance (locus 
minoris resistentiae). 


LOCATION OF PIGMENT 


Generalized gingival pigmentation................. 129 
Localized gingival pigmentation..................... . 168 
Tongue 10 





Buccal mucosa of cheeks 
Buccal MUCOSA Of LOWE Lip eceeeeeeeeesseresssserssecssnseseee 
Buccal MUCOSA Of UPPeEL LIP eneeeeeeceecccssscceceeeseenseeen 
Soft palate 
Region of sublingual duct orifice.................... 
Tonsil 
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It was noted that an overwhelming num- 
ber of cases, or ninety-two per cent, showed gin- 
gival involvement alone, and that most pig- 
mentation that occurred other than on the gums 
was of the contact type. It was noted that local- 
ized collection of pigment was invariably in re- 
lation to tartar deposits at the necks of the 
teeth and the common location was the lingual 
surface of the lower central incisors. The 
labial surfaces of the lower and upper central 
and lateral incisors were also frequently in- 
volved. . 

Extragingival pigmentation other than that 
caused by contact with teeth occurred more fre- 
quently on the dorsum of the tongue and the soft 
palate, was usually very slight, and was char- 











The most important single factor that was 
noted in all cases studied showing gingival pig- 
mentation was the presence of tartar at the necks 
of the teeth. The incisor teeth where tartar 
is prone to be deposited in excess was the al- 
most constant location for excessive deposits of 
pigment. 

Frequently the lingual and labial aspects of 
these teeth represented the only demonstrable 
deposit of pigment and pigmentation may easily 
be overlooked unless one examines particularly 
the lingual aspect of the gums of the lower cen- 
tral incisors. 

It was noted that pigmentation was rare in 
children under ten years of age as only one 
case out of ten examined showed a slight de- 
posit on the gingival crest of the lower incisor 
teeth. The absence of tartar formation is un- 
doubtedly the important factor for lack of pig- 
mentation in youth. 


PERSISTENCE OF PIGMENTATION AFTER TREATMENT 
WITH BISMUTH 




















Posi- Nega- % 
tive tive Posi- 
Pig- Pig- tive 
ment ment 
After 1 month 12 14 46% 
After 2 months 18 22 45% 
After 3 months 12 18 40% 
After 4 months 5 15 25% 
After 5 months to 9 months... 11 41 21% 


This table represents the group of dentulous 
eases that were under treatment with neoars- 
phenamine after finishing courses of bismuth 
therapy. Forty-two showed pigmentation and 
fifty-four were negative for pigment three 
months after discontinuing treatment. Our 
study indicates that bismuth deposits are very 
slow to disappear from the gums especially in 
marked cases, and show pigment even a year 
after treatment has ceased. 


CASE 1 


J. S—Aged sixty-four, white, male, single. 
Complaint: Sore mouth for three or four days. 
Present Illness: Patient has been receiving antiluetic 
treatment in the Out-Patient Department for a few 
weeks. Patient is a tertiary luetic, positive Was- 
sermann test, although there is no evidence of skin 

















acterized by small pigmented areas. or mucous membrane lesions due to syphilis. The 
CONDITION OF THE GUMS AND GENERAL ORAL HYGIENE 
Male Female Total Percentage 

Li. ees . 164 SHOWING PiSMENtatiOM nn neeesreersessseerssssseseseeee 47 54 101 62% 
ee Ee 150 Showing pigmentation 88 40 128 85% 
5 ee nares! 116 SHOWING PigSmentatiOnnecreeessermsreeseeeneeenee 68 39 107 92% 
Edentulous ........... 81 Tees 

wees 336 

511 











It will be noted from the above table that as 
would be expected the patient with poor oral 
hygiene and associated gingival lesions showed 
a much higher percentage of pigmentation. 


patient received three doses of bismuth salicylate 
at weekly intervals and three days after receiving 
the third dose reported at the Out-Patient Depart- 
ment complaining of a sore mouth. 


Examination showed a large necrotic and gangrenous 
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lesion involving the buccal mucosa of the left cheek 
extending from the third molar region to the cus- 
pid region, about the size of a twenty-five cent 
piece. There was marked swelling of the cheek ex- 
ternally and a very foul odor to the breath. From 
the buccal mucosa to the right cheek in relation to 
the upper third molar, is an area on the gum mar- 
gin of the third molar tooth in relation to an area 
of tartar formation. 


Smears of the gangrenous lesion were positive 
for Vincent’s spirochete and fusiform bacilli. The 
lesion was treated with a neoarsphenamine paste. 
Four days later the patient visited the clinic again 





1 Case No. I—J. S. Gangrenous stomatitis, buccal mucosa 
left cheek showing extensive necrosis, gangrene and pigmenta- 
tion. 


and was given a dose of bismuth by mistake. Two 
days later the patient returned and showed a marked 
extension of the process which had extended up in 
the soft palate as far as the left external commis- 
sures of the lip. He was advised to enter the hos- 
pital for treatment but refused. The local lesion 
was treated with five per cent chromic acid and the 
patient was given intravenous injections of sodium 
thiosulphate. Patient remained ambulatory during 
the active stage of the condition. After two weeks’ 
time the process began to show marked improve- 
ment. Vincent’s organisms disappeared locally and 
the local pain and discomfort rapidly improved. As 
the necrotic and gangrenous areas began to im- 
prove there developed a deep black pigmentation 
in the periphery of the area involved and, on healing, 
the entire area showed extreme pigmentation. 


Laboratory Findings: Hemoglobin 70%. Red blood 
count 4,800,000. White blood count 8,100. 


Differential count 
Polymorphonuclear leucocytes—80% 
Large mononuclear leucocytes— 8% 
Small mononuclear leucocytes—11% 
Eosinophiles— 1% 
Polymorphonuclear leucocytes principally young 
forms and slight decrease in the number of blood 
platelets. 
Urine: Specific gravity 10/10. Albumin, a trace. 
Sediment shows few pus cells and rare hyalin casts. 


Subsequent History of the Case: Examination of the 
mouth three months after the gangrenous process 
showed a residual pigmented lesion of the buccal 
mucosa of the left cheek about the size of a fifty 
cent piece with a small puckered scar. The pigmenta- 
tion on the right cheek was still present. 

In addition to the pigmentation of the cheek 
there still was some pigmentation present at 
the gingival margin. 

Biopsies were taken of gingivae and buccal mucosa 
of cheek two months after healing of the gan- 
grenous process. Blood and urine examinations were 





essentially the same as on first examination. Was- 
sermann test, positive. 


Comment: This case is essentially the same type as 
Case 2. He shows a chronic nephritis with a 
marked susceptibility to bismuth deposit probably 
due to faulty elimination through the kidneys. The 
gangrenous process was much more severe and was 
aggravated by the dose of bismuth salicylate given 








2. J. S. Three weeks after treatment showing gangrenous 
area filled in, with zone of pigmentation at the periphery. 


after the gangrenous process had begun. The sec- 
ondary Vincent’s infection responded promptly to 
local treatment with neoarsphenamine and chromic 
acid. The biopsies taken during the gangrenous 
stage and two months later are discussed under path- 
ological findings. 


CASE 2 


M. B.—Aged sixty, colored, married, male. 


Past History: First indication of lues two years ago 
when he had an ulcer on his left knee. Positive 
Kahn was found. The patient had been under 
treatment in the Medical Out-Patient Department for 
last two or three years for hypertension and nephri- 
tis. No cardiac symptoms except mild dyspnea. 


November 20, 1932, after twelve treatments with 
bismuth salicylate, the patient developed bismuth 
line and exfoliative dermatitis on trunk and but- 
tocks. (Last neoarsphenamine four months before.) 
Given three injections of sodium thiosulphate and 
admitted to Skin Service where he stayed seven 
weeks. 

Present Illness: The patient has been receiving anti- 
luetic treatment in the Out-Patient Department for 
two years. Analysis of Out-Patient Department rec- 
ord showed he had had three courses of neoarsphen- 
amine and bismuth salicylate punctuated by sev- 
eral self-imposed vacations. No reactions with 
neoarsphenamine but during each course of bis- 
muth, toxic symptoms developed: a bismuth line 
and exfoliative dermatitis after twelve injections for 
which he was admitted to the hospital; abdominal 
pain after three treatments on another occasion, and 
his present trouble after eight treatments. His 
last course of treatment was started in January, 
1934 and eight treatments were given, the last four 
at weekly intervals, the month before admission. 
Three days after last treatment the gums became 
sore and on returning for another, his oral condi- 
tion was so bad that admission was advised. 


Physical Examination: A thin, poorly nourished 
man, not acutely ill. Face slightly swollen. Teeth 
consist of a few, dirty, discolored, carious snags on 
lower jaw, although most of upper present but in 
similar condition. On free margin of gums around 
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teeth was a heavy black line with associated red- 
ness of gums. Mucous membrane of mouth red and 
inflamed. Opposite upper and lower incisor teeth 
and molars there were heavy black deposits in 
buccal mucosa of the cheek and upper and lower 
lips. The rest of the physical examination was 
negative except for cardiac enlargement with mur- 
mur at aortic area, and a blood pressure of 240/140. 

There is an ulcerative gangrenous lesion involv- 
ing the gingiva in the region of the upper right 
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3. Section through gangrenous lesion of cheek showing necrot- 
ic exudate on the surface zone of pigmentation near surface, 
wide zone of polymorphonuclear leucocytic infiltration and deeper 
zone of pigmentation and thrombosis of capillaries. 


cuspid and bicuspid region measuring about 1 cm. 
in diameter. There is an associated fetid odor to 
the breath. 

Laboratory Findings: Urine Examination, slight pos- 
sible trace to trace of albumin. Sediment, fine 
granular casts on three occasions. White blood cells 
but no red blood cells. 

Blood, hemoglobin 90 per cent. Red blood count 
4,750,000. White blood count 4,200 to 7,300. Smear 
normal except for thirteen per cent eosinophiles. 
Smear buccal ulcerations positive for Vincent’s or- 


wid V dk ad 
+ fe t,* 
4. High power showing thrombosis of vessels in deeper zones 
with scme pigmentation. 


ganisms, but negative after neoarsphenamine past 
application. Nonprotein nitrogen, 43. Kahn, nega- 
tive. 

X-ray of chest, hypertensive deformity of heart, 
bronchiectasis right middle lobe. 

X-ray of teeth, marked oral sepsis with five ab- 
scessed teeth with marked periodontoclasia. 





Clinical Course: In the ward, the patient’s oral con- 
dition improved rapidly with sodium perborate 
mouth washes and intravenous sodium thiosulphate, 
The gangrenous area rapidly cleared up, although 
the heavy black deposits remained. The patient 
was discharged after two weeks, condition im- 
proved, to the Out-Patient Department. The chart 
was normal throughout. The patient three months 
after discharge shows pigmentation of the gums. 

Comment: This patient as indicated in the past his- 
tory showed previous severe reactions to bismuth 
therapy. In the first course he developed an exfoliat- 





5. Bismuth pigmentation of gingiva with contact pigmenta- 
tion of lower lip. 


ing rash after twelve treatments with bismuth salic- 
ylate. Again after three treatments he developed 
abdominal pain and treatment was discontinued. 
The oral gangrenous process followed after the 
eight treatments of bismuth salicylate. 

The complicating nephritis was undoubtedly a 
factor in the production of the gangrenous stoma- 
titis and previous reactions due to faulty elimina- 
tion. 


The incidence of necrotic or gangrenous 
processes in the mouth from bismuth salicylate 
therapy is extremely rare as these two cases 
represent the only ones that developed in the 
past eight years in the treatment of many 
thousands of lueties with this form of therapy. 

Both of these cases were suffering from chronie 
nephritis and a relatively small amount of bis- 
muth was given in each ease. It will be noted 
that the response to treatment in these two cases 
was fairly prompt after the administration of 
bismuth was stopped, although the process at 
one time seemed to be spreading rapidly in 
Case 1. 

Pigmentation by itself apparently has very 
little untoward effect on the patient but cases 
which show extensive gingival and contact pig- 
mentation with marked gingivitis where rela- 
tively small doses of bismuth are given should 
be watched very carefully and a urine examina- 
tion made for possible nephritis. 


PATHOLOGY 


The deposit of pigment in the gingivae and 
buccal mucosa of the mouth occurs in the corium 
and particularly in the papillary region. It is 
found as black amorphous granules of pigment 
tending to be deposited in the endothelium of 
the blood vessels and connective tissue eells al- 
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though much of the pigment seems to lie extra- 
cellularly free in the tissues. There is an asso- 
ciated inflammatory reaction characterized by 
an inerease in lymphocytes and a few poly- 
morphonuclear and plasma cells. There is no 
pigment found in the stratified squamous epi- 
thelium. In the gangrenous process the zone 
of pigmentation is very pronounced and there 
is an associated infiltration with polymorphonu- 


clears with fibrin formation and capillary 
thrombi. <A secondary infection with the Vin- 


cent’s organisms is responsible, however, for the 
marked necrosis and gangrene which is superim- 
posed on the necrotic process. The pigment is 
very slow to be absorbed or carried away by 
lymphaties and the average case of moderate 
or marked pigmentation takes several months to 
disappear. 

The mechanism of formation of these gingival 
linear deposits is somewhat in doubt, but pre- 
sumably it is the precipitation of bismuth sul- 
phide around the eapillaries. It is suggested 
that hydrogen sulphide formed from the de- 
composition products of food is absorbed by the 
gingival mucosa and there comes in contact with 
the soluble bismuth salts which have passed 
through the capillary walls. 

The insoluble sulphide of bismuth thus pro- 
duced acts as a local irritant and gives rise to a 
low-grade gingivitis. 


TREATMENT 


The treatment of bismuth pigmentation is es- 
sentially prophylactic as indicated by the high 
incidence of the disease in the mouth that shows 
the presence of tartar or preéxisting pyorrhea 
and poor dental hygiene. A preliminary scaling 
of the tartar of the necks of the teeth before 
bismuth therapy is instituted and adequate care 
of the mouth during treatment will definitely 
tend to minimize the incidence of pigmentation. 

In the treatment of the focal necrotic and 
gangrenous cases the use of a neoarsphenamine 
paste or five per cent chromic acid locally, if 
Vineent’s organisms are found, is especially use- 
ful in controlling the secondary infection with 
these organisms. Internally, sodium thiosul- 
phate injections are desirable although there is 
no definite evidence that this preparation has a 
specific effect in neutralizing the toxicity of bis- 
muth preparations. Elimination through the 
kidneys or intestinal tract is very desirable in 
the toxic cases and if associated with leuco- 
penia, the use of pentose neucleid may be tried. 
Our two cases responded, however, with a mini- 
mum of treatment but in fulminating cases all 
the above suggested methods of treatment 
should be applied. 

A selected group of severe gingival and con- 
tact cases was treated at the Tufts College Den- 
tal School clinic by thorough cleansing of the 
teeth, removal of tartar deposits and débris to 





hasten the absorption and disappearance of the 
mucosal pigmentation. 


Many of these cases had not used tooth brushes 
for years and showed the results of this marked 
neglect in oral hygiene. 


Brilliant results were obtained in this se 
lected group of pronounced pigmentation with 
gingivitis in hastening the disappearance of the 
pigment deposits and allaying the inflammatory 
reaction of the gums. 


COMMENT 


The high ineidence of bismuth pigmentation 
in the mouth taken in a series of 511 cases of 
syphilis under treatment in a hospital clinic, 
indicates in this group of patients that local orai 
hygiene and tartar deposits seem to represent 
the important factor in this group. 

The contact buccal mucosal pigmentation is 
shown to be definitely due to irritation from 
the opposing gingival irritant which is essen- 
tially tartar. Severe cases of gingival pigmen- 
tation and inflammatory reaction are relatively 
few in number and over a period of about ten 
years since this bismuth preparation has been 
in use the number of cases of necrosis and 
gangrene has been extremely rare. Therefore, 
this drug can be considered safe as a thera- 
peutic agent in the treatment of syphilis as the 
presence of pigmentation and mild gingivitis 
seems to have no deleterious effect on the gen- 
eral health of the patient. 

A series of urinary examinations on a selected 
group of severe cases of pigmentation with 
gingivitis were negative for evidence of neph- 
ritis. Both the eases herein reported had chronic 
nephritis and this condition is definitely a fac- 
tor in the production of local gangrenous proc- 
esses although susceptibility to the drug un- 
doubtedly may play an important rdle. 

Examination of the blood of a small group 
of cases showed no dyscrasia related to bismuth 
therapy. 

In contrast to the hospital cases studied in 
this series a small control group of office pa- 
tients under bismuth salicylate therapy showed 
a low incidence of pigmentation, about five per 
cent. These findings confirm our deductions that 
poor oral hygiene is the important factor which 
predisposes to pigmentation in the oral cavity. 


SUMMARY OF FINDINGS 


1. The incidence of pigmentary lesions of the 
oral cavity in a study of 511 dentulous patients 
receiving bismuth salicylate by intramuscular 
injection was approximately eighty per cent. 

2. Edentulous mouths under treatment with 
bismuth showed a low incidence (9 per cent) 
and of a mild character. 

3. In grading pigmentary lesions it was 
noted that the severe cases showed a so-called 
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contact pigmentary deposit in the opposing buc- 
cal mucosa. ; 

4. Two eases of gangrenous stomatitis (bis- 
muth) with the pathological findings are dis- 
cussed. 

5. Tartar accumulation with associated gingi- 
vitis was the important single factor predis- 
posing to pigmentation. ae 

6. The incidence of bismuth pigmentation in 
private cases was very low, about five per cent. 

7. Chronic nephritis with associated faulty 
elimination is undoubtedly an important factor 
in the causation of gangrenous lesions of the 
oral cavity. 

8. Removal of tartar deposits with improved 
dental hygiene hastens the disappearance of pig- 
mentation and tends to prevent further deposits. 





DISCUSSION 


CHAIRMAN WuitTe: The discussion will be opened 
by Dr. Austin W. Cheever of Boston. 


Dr. Austin W. CHEEVER, Boston: I don’t see that 
Dr. McCarthy has left very much for me to say. He 
has described these lesions well and has photo- 
graphed them. He has done some good work on 
pathological studies. 

I have been particularly impressed as he pointed 
out, by the small number of cases of children who 
show any evidence around the teeth. Even with our 
congenital syphilitic children, whose mouths are in 
very bad condition when they come to us, and 
where it is very difficult to get them into proper 
condition, there is very little pigmentation. 

I was surprised at the figures he quoted for the 
amount of actual stomatitis as compared with pig- 
mentation. It did not seem to me I had seen so 
much. It might be well to remind ourselves of the 
difference from the days of mercury, before bismuth 
had been established as a useful drug, when we 
used to see a great deal of stomatitis, very foul, 
breath, the loosening and loss of a number of teeth, 
and sometimes osteomyelitis of the jaw. 


CHAIRMAN WuHiTe: Dr. William P. Boardman of 
Boston will continue the discussion. 


Dr. Wittram P. BoarpMAN, Boston: The doctor 
spoke of intravenous bismuth not being quite so 
effective. I take issue with him there. We tried 
intravenous bismuth for a while, and found it very 
effective. It was also very fatal, although we did 
not have that experience; so we stopped using it. 
For healing the lesions, it was just about as effec- 
tive as arsphenamine. 

He spoke of nephritis, and yet several cases have 
been reported of syphilitic nephritis where the pa- 
tients did not do well with mercury but did do well 
with bismuth; but certainly it is a fact that if the 
kidney is not doing well, you have to watch the 
patient when you are using bismuth, although not 
so closely as with mercury. The bismuth is se 
creted a good deal in the mouth through the mucous 
membrane. I suppose that has something to do with 
the fact that these bismuth lesions appear in this 
region. One of the earliest observations in bis- 
muth therapy was the rapid healing of numerous 
membrane lesions. 

The absence of sore mouth and foul breath was 
what I was never able to explain in these cases. 
In using mercury, before you get the lesions in the 
mouth, you often notice foul breath, and the patient 
complains of toothache. With bismuth we get marked 





gingivitis, yet the patient complains little, and 
when the treatment is ended it clears up in a short 
time. 

The doctor spoke of Vincent’s infection. The 
question arises whether it is a Vincent’s infection 
or a bismuth condition, but the fact is that Vin- 
cent’s organisms are found almost always in these 
bismuth stomatitis cases, probably as a secondary 
invader. 

The doctor shows how the bismuth does not de- 
posit in the epithelium. Under the microscope it 
is underneath the epithelium, and very marked in 
the papillae. 

Moore has called attention to a curious coinci- 
dence. In giving silver arsphenamine and bismuth 
together, the patient developed argyria after a large 
amount of both, but did not develop argyria without 
the bismuth. Possibly if you are giving silver ars- 
phenamine, it would be better not to use the bis- 
muth. Silver arsphenamine is not used much 
around here. 

As to the frequency of bismuth stomatitis, oral 
sepsis is certainly one of the underlying causes, as 
the doctor has noted. We must look at the lingual 
aspect of the gums as well as the outside. The pig- 
ment first shows on the lingual side of the gingivae. 

We are using bismuth almost to the exclusion of 
mercury, and I often wonder if there are really any 
definite statistics about the value of it. Certainly 
it is rather more pleasant to take, and the patients 
keep coming more regularly under bismuth than 
they ever did under injections of mercury; but I am 
not convinced that it is so much better in its per- 
manent effects than mercury. I do not believe we 
have any statistical evidence to that effect. In clear- 
ing up the lesions, it works about as well as the 
mercury, if not better, but to give up mercury en- 
tirely, it seems to me, is a great mistake until we 
know more about the later results of bismuth. Cer- 
tainly bismuth should not be given alone, we know 
that much. But whether there should be some mer- 
cury given in the routine treatment of syphilis, and 
not just arsphenamine and bismuth, is still to my 
mind a moot question. 


CHAIRMAN WHITE: The question is open to general 
discussion. 


Dr. C. Morton Smiru, Boston: I wish to say just 
a word in connection with what Dr. Boardman has 
just stated, as to the effectiveness of mercury in 
certain cases that apparently have failed to show 
a satisfactory response to arsphenamine and bis- 
muth. It is one of the drugs to be kept in mind, 
and I think with a properly prepared mercurial 
cream used with discretion intramuscularly, results 
are often obtained which you fail to get with ars- 
phenamine and bismuth, e.g., the cessation of recur- 
rent lesions and the production at times of nega- 
tive serological reactions. 


Dr. RupotpH Jacopy: I would like to ask Dr. 


Smith the composition of the cream which he has 
mentioned. 


Dr. SmirnH: The formula is metallic mercury 20, 
anhydrous lanolin 30, chloretone 2, heavy olive oil 
(Anton Chiris) 100. It must be rubbed up in a mor- 
tar with the oil very thoroughly, till no globules of 
mercury can be seen—M. v = 1 grain of metallic 
mercury,—an average dose intra-muscularly. Massage 
the site of the injection thoroughly. 


CHAIRMAN WHITE: I will call on Dr. McCarthy to 
close the discussion. 


Dr. Francis P. McCartuy: I neglected to state 
that the incidence of bismuth pigmentation in the 
oral cavity on private patients is very low as com- 
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pared with hospital cases. Probably less than 10 
per cent of private patients show any pigmentary 
deposit in the gingivae. I am convinced that tartar 
is the outstanding factor as the predisposing irri- 
tant resulting in the collection of pigment in the 
gum tissues. It is very difficult to correlate the 
hydrogen sulphide theory as the important factor 
in the deposit of bismuth sulphide in the tissues es- 





pecially where there is no break in the continuity 
of the overlying stratified squamous epithelium so 
that the actual reason for the deposit still remains 
somewhat obscure. t 
CHAIRMAN WHITE: The next paper is entitled “The 
Treatment of Psoriasis with an Organic Sulphur 
Compound,” by Francis M. Thurmon of Boston. 





THE TREATMENT OF PSORIASIS WITH 
AN ORGANIC SULPHUR COMPOUND* 


BY FRANCIS M. THURMON, M.D.t 


HE nearest approach of any study to the 

present investigation is that of L. Bory’ who, 
in 1907, prepared a ‘‘glycerine-in-sulphur’’ com- 
pound which he used in many disorders, includ- 
ing two patients with psoriasis. Bory’s prepara- 
tion contained ‘‘besides sulphur in colloidal and 
dissolved states, traces of acroleine, mercaptans 
and allylates’’. Small doses of this mixture 
were injected intragluteally and into the plaques 
of psoriasis, but the results were deemed too 
inconsequential to be published at that time. 
Later in 1917, ’18 and ’32, when colloidal sul- 
phur began to assume greater importance in 
medicine, Bory cited his previous investigations, 
but revised his original formula to include not 
only sulphur in suspension but also guaiacol, 
eucalyptol and oil of sesame. This modification 
formed a true ‘‘colloid solution’’ which, accord- 
ing to Bory, when injected intramuscularly ex- 
erted a remarkable effect upon psoriasis. 


Of the various preparations of sulphur em- 
ployed in medicine colloidal sulphur has seemed 
to be the most effective. Its efficiency is based 
upon the finely subdivided state of its particles 
which provides a vast surface area in proportion 
to the total mass. Colloidal sulphur is the clos- 
est approach to a true solution of sulphur that 
is of effective application thus far described. 
When injected intramuscularly the colloidal 
preparations cause leukocytosis and _ fever. 
When given intravenously it produces a rise in 
body temperature to 103°F. in from seven to 
ten hours that remains from thirty to forty 
hours. Thus, its usefulness in producing hyper- 
pyrexia has been utilized in treating dementia 
praecox, general paresis, Wassermann-fast syph- 
ilis, paralyses and other disorders of nerve and 
mental origin. 

That the dermatological application of col- 
loidal sulphur has certain limitations was shown 
by Miller? who stated that its value for cutane- 
ous conditions was limited to those disorders 
which had responded to other forms of sul- 
phur therapy. Seborrhea, seborrheic dermatitis, 


*From the Clinic of Dermatology and Syphilology of the Bos- 
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acne rosacea, acne vulgaris and dermatomycosis 
responded well in most instances to colloidal 
sulphur, and as wet dressings in subacute ec- 
zema and dermatomycosis it had a certain value. 
He did not find the colloidal preparation to be of 
any appreciable value in the local treatment of 
psoriasis. 

Sulphur is described as being insoluble in 
water, nearly insoluble in alcohol, slightly solu- 
ble in fat solvents and oils and freely soluble up 
to forty-five per cent in carbon disulphide. This 
solution has an offensive odor that almost pro- 
hibits its use. No one, however, in so far as the 
literature reveals, has described a sulphur in 
solution that is stable, bactericidal, isotonic with 
the blood, readily absorbed, of extremely low 
toxicity, and which may be employed intrave- 
nously in amounts large enough to be of thera- 
peutic value, such as is the basis of the present 
presentation. 


INTRAVENOUS ORGANIC SULPHUR 


The intravenous use of sulphur as herein de- 
seribed is new. The solution is a clear, straw- 
yellow to amber colored liquid with a strong 
sulphur odor. It is stable, bactericidal and iso- 
tonic with the blood. 

The chemical analysis of this complex sub- 
stance is incomplete. The total sulphur analy- 
sis of the material averages 0.185 per cent by 
weight, and is distributed possibly as thirty per 
cent allyl sulphide, twenty-five per cent poly- 
sulphide, thirty-five per cent allyl mercaptan, 
seven per cent polymer (insoluble material), 
and possibly three per cent thio acid. Each 
cubie centimeter of the final solution contains 
approximately two milligrams of sulphur. 

The material may be separated into three dis- 
tinct fractions, namely, an ether extract, an 
ethyl acetate extract, and an insoluble portion. 
It is possible that one of these three portions 
eontains the active constituent, which, if true, 
will simplify matters. This phase of the study 
is in progress, but as yet, nothing definite may 
be said. 

The solution may be administered with safety 
by any route into the human organism, that is 
to say, intravenously, intramuscularly, intra- 
cutaneously, subeutaneously, orally, by inhala- 
tion in the form of a spray, and by inunction as 
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an ointment. It is of extremely low toxicity. 

Experimentally, in the dog, Young* has dem- 
onstrated that large amounts of the solution 
given intravenously produce a distinct pressor 
effect upon the parasympathetic system. A sim- 
ilar effect has been observed clinically on four 
occasions in a single patient, an Italian male, 
aged forty-two years, who is receiving intra- 
venous sulphur for dermatitis herpetiformis. 
His reaction is characterized by bradycardia 
and mild air hunger, the heart rate slowing 
from a normal seventy-six beats per minute 
down to fifty-eight, the cardiac impulse being 
strong and of mechanical regularity. This un- 
toward reaction is quickly relieved by atropine 
sulphate grain 1/150 hypodermically, and is not 
nearly so alarming as the nitritoid reactions ob- 
served in arsphenamine treatment for syphilis. 

Its low toxicity is illustrated by the fact 
that fifty-eight patients with psoriasis have re- 
ceived a total of 1,337 intravenous injections 
(total 21,442 ec.) of the preparation, each in- 
jection ranging from 5 ce. to 25 ec. over a period 
of the past eighteen months with only two pa- 
tients manifesting untoward reactions of a ma- 
jor type. Blood counts and examinations of the 
urine, repeatedly performed on patients during 
and following the sulphur intravenously, have 
thus far failed to reveal any abnormal change, 
except that occasionally patients will show a 
slight increase in the blood cell count and hemo- 
globin, the latter increasing from five to fifteen 
points, the white cells to a count ranging be- 
tween 9,000 and 10,000, and the red cells, at 
times, increasing as much as 1.2 million per 
cubie millimeter when the count is below nor- 
mal. 

The drug has been administered to patients 
without regard to age or sex, the youngest pa- 
tient being an Italian boy, aged eight years, who, 
within sixteen weeks, received thirty intrave- 
nous injections totaling 337 ec.; the oldest pa- 
tient being an Irish male, aged seventy-three 
years, who received fifty-two injections in seven 
months, totaling 957 ec., each without ill effect. 

Of the fifty-eight patients treated there were 
the following conditions present in addition to 
psoriasis: pregnancy, diabetes mellitus, alimen- 
tary glycosuria, biliary cirrhosis, infectious jaun- 
dice, postarsphenamine hepatitis, essential hy- 
pertension, cardiorenal disease, aortic dilatation 
and insufficiency, arteriosclerosis generalized, 
and orthostatic albuminuria. The drug was ad- 
ministered to these patients and to two addi- 
tional cases during the febrile period of erythema 
multiforme without untoward reaction. Re- 
peated examination of the optic fundi has failed 
to reveal a single toxic manifestation. These 
facts indicate a low degree of toxicity. 


CLINICAL MATERIAL 


During the past eighteen months eighty pa- 
tients with psoriasis have been under observa- 





tion, fifty-eight of whom received organic sul- 
phur intravenously, and twenty-two were used 
as controls. Of the fifty-eight patients treated, 
thirty-five were females and twenty-three were 
males. These patients have had psoriasis for 
a total of 553 years, the shortest duration be- 
ing seven days, the longest fifty-eight years, with 
an average duration of nine years. Thirty-three 
of the cases had psoriasis ten years or longer 
previous to the beginning of this special type of 
treatment. Of racial distribution there were 
Irish, American, English, French, Seotch, Ca- 
nadian, Norwegian, Jewish, Italian, Lithuanian, 
Sicilian, Belgian and one American Negro. 

The psoriasis lesions were of the type and 
distribution generally described. Six patients 
developed pustules within the plaques during 
the subacute stage of their eruption. The sealp, 
nails and face were commonly involved, as well 
as the trunk and extremities. Five patients 
had psoriatic papules on the soles and palms. 

The number of intravenous injections given 
was 1,337, total volume 21,442 ec., the average 
dose being fifteen ce. The average treatment 
period was 9.6 weeks. The longest observation 
and treatment period for a single case has been 
fourteen months, during which time the patient 
received 87 injections (total 1,512 ec.). The 
psoriasis of this patient underwent complete in- 
volution, recurred during a four months’ interim 
without treatment, and at present is well on the 
way toward involution. 

In all cases syphilis has been ruled out as 
an etiological factor by physical examination and 
negative blood Wassermann, Kahn and Hinton 
reactions. 


CLINICAL USE OF INTRAVENOUS ORGANIC 
SULPHUR FOR PSORIASIS 


Intravenous organic sulphur has been found 
to be of value in the treatment of all types of 
psoriasis. It is advisable to start each patient 
on treatment three times a week until ten or 
twelve injections have been administered. For 
an adult, ten cc. is the initial dose, the subse- 
quent dosage ranging from fifteen ce. to twenty- 
five ec., depending upon the response of the in- 
dividual lesions. From the beginning a bland 
ointment is used: 

R: Boric acid 8.00 : 
Aquaphor (Duke) 
Lanolin aaq.s.ad 60.00 

Sig: Apply locally b. i. d. 


This ointment keeps the psoriatic seales soft and 
flexible, prevents and alleviates dryness, pruri- 
tus, and the irritation occasionally encountered 
in the thickened, roughened and fissured plaques. 
It is without curative qualities in so far as the 
psoriasis is concerned, but does act as a lubri- 
eant. Many of the patients prefer to use a 
bland oil locally instead of an ointment, their 
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preference running to olive oil, mineral oil, or 
one of the so-called antiseptic oils in common 
use on infants. 

The first change noted after the initial two 
or three injections is that the psoriatic areas 
are transformed into a vivid pink to cherry-red 
color. This color change is most noticeable in 
the smaller papules and at the periphery of the 
larger plaques. Pruritus, which occasionally is 
an annoying symptom, is usually controlled after 
one to four injections. 

Within the first seven to ten days of treat- 
ment the individual lesions begin to show a col- 
lar of clearing around their margins, which is 
devoid of scales and presents a smooth, pink, 
refractive surface. The scales of the papules 
instead of being thick, adherent, silvery crusts 
that leave bleeding points after removal, are by 
this time soft, thin, flexible, broken-up surfaces 
that are easily removed and do not leave bleed- 
ing points when they are shed. At first there 
is a free generalized shedding of scales and the 
patient upon disrobing leaves the floor or rugs 
sprinkled with this fine, white powder-like 
desquamation, but later, there is very little seal- 
ing. 

The process of involution continues at a pace 
varying with the individual response of each pa- 
tient, until the areas are devoid of scales, but 
are present as smooth, soft, pink, thin, flexible 
papular elevations. Finally the papules become 
erythematous macular areas, easily blanched 
with pressure and eventually disappear when 
involution is completed. No pigmentation or 
roughness of the skin remains to mark the site 
of previous involvement. 


The larger plaques undergo involution in a 
manner similar to their disappearance either 
spontaneously or with other forms of treatment. 
These areas which may cover an entire abdo- 
men, thigh, leg, back, or sacrum, first undergo 
a general desquamation, which is followed by a 
transformation of the thick adherent silvery 
scales to a softer, thinner, and more flexible 
type of scale which is easily shed without dis- 
comfort to the patient. The larger plaques not 
only grow thinner generally, but also show is- 
lands of clearing within the body of the plaques 
which gradually spread peripherally, leaving a 
series of interrupted papules marking the periph- 
ery of the previous plaques. In time complete 
involution occurs, leaving the skin with a clear 
texture no different than that of the normal 
skin for that particular individual. 

Needless to say the large thickened plaques 
are the last to disappear. Some patients may 
require as long as six to nine months to under- 
go complete involution of their psoriasis, but 
when one considers that these cases have been 
existent for many years, this period for recovery 
does not seem excessive, and what is more im- 





portant, intravenous treatment is not continuous 
throughout the entire interval. 


Each of the patients was ambulatory and car- 
ried on his usual daily occupation without loss 
of time or inconvenience other than the neces- 
sity of attendance for injections. 


Following the initial ten to twelve injections, 
which at the most covers the first month of treat- 
ment, the patients are either given a rest from 
injections for two to three weeks, or are con- 
tinued on intravenous treatment at seven-day 
intervals for a total of sixteen to twenty injec- 
tions. By this time, that is to say, somewhere 
between the tenth to the twentieth injection, 
those areas that have not disappeared, seem to 
reach a stationary period in their improvement, 
and further continuous treatment is of no avail. 
When this stage is encountered the intravenous 
injections are temporarily discontinued but the 
local applications are carried out for the sue- 
ceeding three to four weeks, then intravenous 
therapy is resumed and the areas again begin 
to involute as rapidly as at the inception of 
treatment for that particular case. Occasional- 
ly stubborn and resistant psoriasis is encountered 
which chrysarobin, crude coal tar and sunlight 
will not materially affect. In this series there 
have been two such patients, one a physician’s 
wife, the other a student nurse. For a time 
these two patients responded well but eventual- 
ly reached a period where further treatment 
ceased to be effective. Their psoriasis was im- 
proved but did not entirely clear up and with 
them it was deemed too much an effort for the 
value received to carry on further. 

Psoriasis of the scalp responds rapidly to this 
type of therapy. Hot oil shampoos are advised 
once or twice weekly and the bland ointment is 
rubbed thoroughly into the areas each night be- 
fore retiring. Within two to three weeks the 
thick, matted, crusted and scaling scalp is re- 
duced to a smooth erythematous surface which 
soon disappears, and often the areas denuded of 
hair begin to regenerate a new growth of soft 
fine hair. 

Psoriasis of the nails shows a varied response. 
When the nails are long, thickened and disfig- 
ured, it is best to remove them. But for the or- 
dinary psoriatic nail which is pitted, thickened 
and disfigured, but which may be kept clipped 
proximal to the end of the finger or toe, the re- 
sponse is better. With this type, even though 
the involvement extends up into the matrix or 
nail bed, often the process is arrested and as the 
new normal nail grows from the matrix the 
psoriatic portion is clipped at the distal end. 
Eventually in three to seven months new nails 
clear of psoriasis may be formed. 

Recurrences: The eruption of psoriasis pur- 
sues a cycle: there is a stage of progression or 
active evolution, a stage of quiescence, and at 
times a stage of spontaneous involution, or re- 











i 


ye! 


LA ROA A Ee 





856 M. M. S.—SECTION OF DERMATOLOGY AND SYPHILOLOGY 
DISCUSSION 


N. E. J. OF M. 
AUG. 22, 1935 





gression. From time to time, we observe periods 
of progression or regression which, owing to our 
lack of knowledge, we are unable to explain. 
There is, of course, a stimulation to epithelial 
cell growth with each outbreak of psoriasis. 
There is no doubt that the epithelial cell growth 
impulse may be intensified or weakened by the 
intravenous use of the organic sulphur herein 
described. Active, inflammatory and progres- 
sive psoriasis that is spreading rapidly can 
readily be brought under control. Occasion- 
ally, during the course of treatment, new lesions 
will appear. If they. are few in number, treat- 
ment is continued, but should their appearance 
be widespread and several areas be simultane- 
ously involved, it is advisable to discontinue the 
injections for two to three weeks; then treat- 
ment may be resumed. 


In two of the early cases of this type, where 
treatment was pushed, the areas became large, 
erythematous, maculopapular and _ confluent. 
When treatment was stopped they cleared, leay- 
ing soft normal skin. In another similar case a 
dermatitis was superimposed upon this flaming 
spread of psoriasis. Recovery occurred in three 
weeks and was characterized by a general ex- 
foliation of the skin, without loss of hair or 
nails, and otherwise uneventful. 

Not a Cure: Intravenous organic sulphur as 
herein described is not a cure for psoriasis. 
With proper administration of the drug it is 
possible to control psoriasis and to effect a 
complete involution of the eruption. Remis- 
sions have been attained that have lasted six 
months and these cases are still under constant 
observation. Other patients in whom complete 
involution of psoriasis has been accomplished 
have had recurrences in less than six months, 
but with additional treatment at the incipiency 
of such a recurrence it is possible to render it 
completely under control. 


The results attained by this method of treat- 
ment were superior to the usual procedures com- 
monly applied in the twenty-two patients used 
as controls in this series. The control cases re- 
ceived dietary management, and local treatment 
such as the Alpine Sun Lamp, Cold Quartz 
Ultraviolet radiation, sunshine, and ointments 
of various kinds including chrysarobin, collosol 
chrysarobin, the tars, ammoniated mercury, sal- 
icylie acid, precipitated sulphur, and arsenic in 
the form of Fowler’s solution orally and neoars- 
phenamine intravenously. Eighteen patients 
of the control series are still under treatment. 


The more severe or extensive the psoriasis 
the more gratifying is the result attained with 
intravenous organic sulphur. For the mild case 
with only an occasional psoriatic area here and 
there, or an isolated plaque lying beneath an 
unexposed area, it is doubtful whether the in- 
travenous therapy is merited, since the treat- 
ment occasionally requires too long a period in 
proportion to the value received. This type is 





just as amenable to intravenous sulphur as the 
type with widespread lesions, but the continual 
repeated injections as contrasted with the lack 
of inconvenience of local therapy does not seem 
justified. 


SUMMARY 


1. An organic sulphur in solution has been 
described. 

2. The technic of its administration and its 
use in fifty-eight patients with psoriasis has 
been described. 

3. When administered intravenously the or- 
ganic sulphur in solution has a decided and 
beneficial effect upon psoriasis. 
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DISCUSSION 


CHAIRMAN WuitTe: The discussion will be opened 
by Dr. William J. Macdonald of Boston. 


Dr. WILLIAM J. MACDONALD, Boston: Mr. Chairman 
and Fellows—I think probably this contribution of 
Dr. Thurmon’s to the puzzle of psoriasis is well 
timed. I suppose amongst dermatologists who ad- 
dress society meetings the question of psoriasis 
never fails to come up. I think probably every time 
I address a meeting, somebody will come up and 
say, “Doctor, what do you know about psoriasis? 
Is there anything new?” 

Well, dermatologists, in the past, and in the pres- 
ent too, have been very non-committal on that point. 
This contribution of Dr. Thurmon’s is distinctly a 
step forward, because, although he very conserva- 
tively tells us he is not giving us a cure, he is 
giving us something worthwhile. I think the salient 
points of the paper are these: the ease and pain- 
lessness of treatment. Nobody likes injections 
either gluteally or subcutaneously. Less objection 
is expressed for the intravenous route. Where we 
have treatment which may be given intravenously, 
and which is non-toxic and safe, at least we have 
something very worthwhile. 

He also tells us two other very important points. 
First, as to psoriasis of the scalp. I suppose you 
will agree with me to-day that the hardest problem 
in psoriasis is the amelioration of the psoriatic le- 
sions on the scalp. Girls will not put anything 
greasy on the scalp. Here Dr. Thurmon tells us 
that intravenous organic sulphur is definitely, after 
a few doses, helpful to this condition. That is a 
very startling statement. I sincerely hope we will 
find that true. I hope the rest of us are going to 
have the same result. 

Dr. Thurmon’s next statement is that it relieves 
the pruritus. Not all cases are pruritic, but at least 
a good number of them are. I congratulate Dr. 
Thurmon upon telling us another drug with which 
we can meet and combat this horrible pruritus in 
psoriasis. 

What else can be done for psoriasis? Fully 70 
per cent of the audience are not dermatologists, and 





VOL. 218 M. M. S.—SECTION 


NO. 8 


OF DERMATOLOGY AND SYPHILOLOGY 
DISCUSSION 


357 





they are here today, not only to hear this paper, but 
to learn what is good and what is inefficient. I 
think today the outstanding vintment is undoubted- 
ly that drug about which Dr. Stokes spoke at Cleve- 
Jand, dioxyanthranol 1-8. It is put up in three 
strengths, and is marketed by Abbott & Co. Asa 
local remedy today, there is really nothing quite so 
efficient as anthralin ointment. It does pigment. It 
causes no marked dermatitis unless you get it very 
close to the eyes. I think, allied with intravenous 
organic sulphur, we can have two remedies going 
hand in hand. 

I personally believe arsenic should be relegated 
to the limbo of the past. Patients will wander 
away and take it without your knowledge. I be- 
lieve the x-ray should be given up, although it is 
a splendid remedy for psoriasis if given conser- 
vatively. I think the ultraviolet light is useless in 
big psoriatic patches. It may be efficacious in small 
lesions and should not be discarded, and is a safe 
resource. 

Boiling it down, today, in the treatment of psori- 
asis, we have Dr. Thurmon’s splendid contribution 
to this subject, allied with Dr. Stokes’ resurrection 
of this drug dioxyanthranol 1-8. The only thing we 
have to take cognizance of is that this drug might 
be costly. I wonder how this will affect our private 
patients. They merit consideration as well as our 
clinic patients. 

In concluding I want to thank you, Dr. Thurmon, 
for the splendid paper and for the consistently hard 
work done on it. 


CHAIRMAN WHITE: Dr. Bernard Appel will con- 


tinue the discussion. 


Dr. BERNARD APPEL, boston: The battle with this 
dragon of psoriasis is still on, including dietary man- 
agement and control of intestinal flora, preparations 
that kill fungi, vaccines, radiations of electrical en- 
ergy, ointments, and so on; but we always come 
back to the department of chemistry, with sulphur, 
arsenic, mercury, and back to sulphur again. The 
atom of sulphur forms a very important part in the 
molecule of protein, and therefore it is related to 
the biochemistry of the human body. 

The general use of sulphur externally in psoriasis 
is only too well known, as is its relative ineffective- 
ness. But it is quite possible that we have here 
a form of sulphur which may be something new and 
something of great value. We know that the par- 
ticular form of any element controls to a large 
extent its pharmacology. For instance, arsenic, in 
the form of Fowler’s solution, arsphenamine, and 
neoarsphenamine, presents three different examples 
of pharmacodynamics. The use of sulphur in this 
particular form has been known to the arthritic 
clinic at the Boston City Hospital and, although I 
am not authorized to quote the physicians in their 
procedures, I can say that they very kindly lent me 
some of their substance to use in psoriasis. My per- 
sonal experience with this particular preparation is 
not extensive enough to enable me to form any 
opinion as to its therapeutic value, but I can cor- 
roborate Dr. Thurmon’s claims as to its relative 
harmlessness. 

I think that any addition to our armamentarium 
in the treatment of psoriasis is welcomed by all of 
us. Those of us who have listened to the various 
new treatments of psoriasis as they arise, are per- 
haps very justly skeptical, like the men who heard 
the boy cry, “Wolf! wolf!” We cannot afford, how- 
ever, to turn a deaf ear to anyone. We must con- 
tinue to be grateful to anyone who continues to 
work this already well-harrowed field, because he 
may turn up a gold nugget for us any day,—or per- 
haps one of sulphur! 





CHAIRMAN WHITE: The paper is open for general 
discussion. 


Dr. H. M. LANDESMAN, Boston: I believe Dr. Thur- 
mon should be congratulated on the excellent work 
he has demonstrated today in the treatment of 
psoriasis. I have had a little experience with some 
cases of psoriasis in my private practice. I felt, 
after a careful study of the disease, that it was due 
to a mild disturbance of the gastrointestinal tract, 
and with that in mind, I treated a number of cases, 
and I seem to have had some success with those 
that I was able to follow along. There were only 
a few, I might say, that I feel I did well with. 

I will mention what the drugs were that I use. 
I begin with calomel, and magnesium sulphate solu- 
tion, regulate the diet, and then use the following 
preparations: Internally, tannalbin, ichthalbin, an 
iron salt, bismuth and salol, and Fowler’s solution; 
and externally ichthyol ointment and the Alpine 
Lamp. 

My first treated case as above which did not re- 
cur was in 1918. 


Dr. ARTHUR M. GREENWOOD: I want to congratulate 
Dr. Thurmon on the thoroughness and conservatism 
of his work. I think we have to take all these 
newer experimental remedies with reservations, how- 
ever. Looking back over the records we see so 
many reputed cures of a disease that is liable to 
recrudescence. So, not disparaging him at all, I 
think such work has to be carried over a longer 
period of time. I think that similar and fully as 
good as to results is the recent work of Dr. Oliver 
and Dr. Crawford. I cannot agree with Dr. Macdon- 
ald as to the harmlessness of anthralin. I have seen 
fully as many cases of dermatitis in the 25/100 per 
cent strength as with chrysarobin. 


Dr. JoHN G. Downing, Boston: I enjoyed this paper 
exceedingly, and I would not have risen, except be- 
cause of Dr. Greenwood’s remarks regarding an- 
thralin ointment, which I wish to second. I have 
just discharged a patient who has been confined to 
bed for three or four weeks after using anthralin 
ointment on the feet, for a fungus infection. He had 
a very severe dermatitis accompanied by marked 
swelling of both feet, with large bullae which con- 
tained a peculiar brownish yellow serum. 


Dr. E. LAWRENCE OLIverR, Boston: In regard to 
anthralin, we must realize that it is very closely 
related chemically to chrysarobin. Therefore there 
is no reason why we should not expect dermatitis 
in some individuals, even with very minute strengths. 
I think when anthralin is used it should not be 
started stronger than 1/20 of 1 per cent. I have 
seen 1/10 of 1 per cent cause quite a severe derma- 
titis. If we remember that anthralin is much 
stronger than chrysarobin we will use it with great 
care. 

I wish to congratulate the reader of the paper 
on his excellent work, and hope that we will all get 
as satisfactory results as he. 


Dr. MACDONALD: 


I About the possibility of derma- 
titis accruing from anthralin, this is a disease that 


has to be treated rather strenuously. It will pro- 
duce dermatitis in certain cases. I have had cases 
of my own, of very remarkable dermatitis, coming 
from anthralin, especially on the scalp. But what 
{ want to make clear is this: Of all the local ap- 
plications we have to-day, I think it is the best. I 
think we ought to dilute the preparation that comes 
from Abbott with vaseline or cold cream; and if the 
patient is intolerant to it, give it up. As Dr. Stokes 
himself says, it is extremely harmless to the skin. 
He emphasized that it will cause very few reactions, 
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even around the eyes. You will find it described in 
a recent number of the Journal of the American 
Medical Association. 

I am very sorry that Dr. Downing and Dr. Oliver 
have had such experiences. If they are willing to les- 
sen the strength of the ointment, possibly they won’t 
get such results in the future. 


CHAIRMAN WHITE: Will Dr. Thurmon close the 
discussion? 


Dr. THURMON: In closing I wish to thank these 
gentlemen for their discussion. I do not believe 





there is anything particular to add, other than what 
I have said, except that I think it is interesting that 
here is a sulphur preparation which may be given 
intravenously with safety, which is the first time that 
that has been accomplished, that is, in amounts ap. 
preciable to be of therapeutic value. 


CHAIRMAN WHITE: The next paper is a discussion 
of “The Diagnosis of Industrial and Non-Industria] 
Skin Diseases” by Dr. John G. Downing. 

Dr. Downing showed and commented on lantern 
slides during the address. 





THE DIAGNOSIS OF INDUSTRIAL AND 
NON-INDUSTRIAL SKIN DISEASES* 


BY JOHN G. DOWNING, M.D.t 


HE skin, being the protective organ of the 

body, has suffered from trauma ever since 
man began to work, and references of injuries 
are found in the early ages. The first definite 
occupational dermatitis was described by E. 
Kaempfer in 1712; it was caused by lacquer 
varnish. Willan in 1798 reported skin diseases 
occurring among metal workers, grocers, bakers, 
and shoemakers, and since then, there has been 
a steady increase in literature on dermatoses due 
to industry. 

The tremendous growth in industry has 
brought the workmen in contact with physical, 
chemical, and vital agencies which have intro- 
duced new hazards. The records of the Mass- 
achusetts Department of Labor and Industries 
show that forty new industrial poisonous chem- 
icals were introduced in a single year. The fig- 
ures of the Massachusetts Industrial Accident 
Board show that for the year ending June 30, 
1933 there were 96,144 cases of injuries re- 
ported ; of these, 31,769 lost more than one day 
from work. There were 410 disturbances of 
the skin. Two hundred and sixty-five indus- 
trial disease cases were investigated by indus- 
trial inspectors during the year ending Novem- 
ber 30, 1934. An examination of these same 
data indicates that seventy per cent were diag- 
nosed as dermatitis. Glazers, wheelmen and 
seasoners, who handle skins treated with chromic 
acid and other strong solutions in tanneries, 
claim thirty per cent of the total of 182 cases 
of dermatitis. Seventeen per cent of the total 
morbidity is associated with the wet finishers, 
color mixers, backtenders and dyers in textile 
mills, who come in contact with various dye, 
caustic and acid solutions. The next highest 
prevalence is found among shoe and shoe finding 
workers with eleven per cent of the cases, and 
among rubber goods workers with eight per 
cent of the cases. The remaining cases occurred 
in a rather broad industrial classification’. 

It is apparent that we do not have so many 
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skin injuries as other countries, for in England 
in 1927 Overton showed that of 1349 industrial 
eases, 979 (or 72 per cent) were skin infections’. 

In New York for the year ending June 30, 
1932, 653 cases of occupational diseases were re- 
ported to the State Department of Labor, of 
which, 230 were skin diseases, showing that one 
out of three cases applying for compensation 
was a cutaneous disorder’. 

There are very few occupations which are 
exempt from occupational skin diseases for 
the causes of these eruptions are numerous and 
difficult to demonstrate; so that, it is essential 
to know the substances used and the various 
processes of the work in question. Frequently 
it is necessary to solicit the aid of the plant 
engineer to obtain definite facts regarding the 
physical and chemical backgrounds. The ma- 
jority of these cases are fairly clear cut, and 
so, it is not difficult to diagnose and predict the 
course of the skin eruption. However, in doubt- 
ful cases, every possible angle must be consid- 
ered, for with compensation as a verdict, in 
order to be just to the patient and the em- 
ployers, one must avoid uncertainty and be able 
to differentiate an industrial and non-industrial 
skin disease. As soon as an eruption appears on 
the skin of most workers (whether banktellers 
or laborers), they immediately search for the 
cause in their work and, though the latter may 
be engaged in work where there are irritants 
present, one must not be too hasty in blaming 
the occupation for frequently there are just as 
many causes outside of the work. Then too, 
there are workers who, when told that the con- 
dition is due to their work, are just as positive 
that it is not. It is often difficult for the patient 
and the employer to understand why a sub- 
stance, with which a man has been in contact 
for years without the slightest amount of trou- 
ble, can suddenly be the cause of a severe in- 
flammatory disease of the skin, and it is almost 
impossible to convince them. However, the med- 
ical man with the knowledge of infectious dis- 
eases, serum reactions, and protein sensitivities, 
ean readily understand this fact. Fortunately, 
only a small fraction of workers exposed to the 
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same conditions in their occupations are affected 
by them, just as only a relatively few people 
are poisoned by ivy or other plants. 

The majority of the eruptions due to occu- 
pations come under the classification of Der- 
matitis Venenata, that class of inflammations 
which are produced by contact with external 
irritants whether of a solid, liquid, or gaseous 
nature and which may belong to the mineral, 
vevetable, or animal kingdom’. 

The loose use of various terms has led to more 
or less confusion, such as Contact or Artificial 
Dermatitis, Industrial or Occupational Derma- 
titis, and Trade Eezema. The loose use of the 
word eezema has been the most confusing. For- 
merly, eczema covered a large group of skin 
eruptions whose etiology was unknown, but with 
the stimulus started by the search for the ir- 
ritant in industrial eruptions, a great deal of 
knowledge has been obtained regarding this un- 
known quantity; in fact, the groundwork of the 
present knowledge of eczema was founded in this 
particular branch of medicine. Dore and Frank- 
lin® define eezema as ‘‘an inflammatory condi- 
tion of the skin originating without known ex- 
ternal irritation and characterized in some 
stages of its evolution by serious exudation’’. 
Eczema and dermatitis are identical microscop- 
ically and macroscopically ; however, in the lat- 
ter, the source of irritation may be known and 
can be applied or withdrawn at will; it runs a 
definite course and begins to subside when the 
irritant is removed; lesions develop rapidly on 
the areas of contact showing a marked asym- 
metry and the severity depends on the strength 
of the irritant, the extent of the surface in con- 
tact, and the length of exposure; it can easily 
be reactivated by reapplying the _ irritant. 
Whereas, the condition we call eczema, arises 
spontaneously without any apparent cause; its 
distribution is not related to any external irri- 
tant but may affect all areas in succession or 
simultaneously; it has no definite course and 
tends to recur frequently, probably due to some 
constitutional peculiarity. The words indus- 
trial dermatitis® are more descriptive, in that 
they indicate the type of lesion and the causa- 
tive factor. 

Routine examination and frequent inspection 
of employees will reveal a beginning lesion 
which early treatment may abort (if they are 
instructed as to the value of the early detec- 
tion of infections and impressed with their dan- 
ger, they will report skin eruptions more fre- 
quently). In determining whether an eruption 
is industrial, the history is of prime importance. 
Careful and repeated questioning of the patient 
is necessary not only in regard to his present 
work, but also his past occupations, and whether 
he has ever had any previous skin eruptions. His- 
tory taking may be very difficult especially if 
the patient is a foreigner; the use of interpreters 





is very unsatisfactory. The patient may know 
very little regarding the process of his work, and 
he may think that he is coming in contact with 
some substance which is not actually present. A 
visit to the factory or a talk with the plant 
engineer may be necessary for it is of the utmost 
importance to know these factors; note should 
be taken as to whether the process has been 
changed recently, or whether some new substance 
has been introduced, for we find more accidents 
in new industries than in old. The method of 
cleaning at home, or at work, is also important 
for here may be the causative factor, such as 
the effort to remove stains with strong alkalies. 

The time of onset is important with regard 
to its relation to work days and holidays, and 
its progress at these times. The areas involved, 
and the order in which other parts were affected 
may be important clues. The patient’s deserip- 
tion of the beginning subjective symptoms such 
as pain, itching, ete., together with his descrip- 
tion of the initial lesion are helpful hints for 
it may have started with a slight burn or eut to 
which aggravating treatment was applied; or 
the patient may have a slight bacterial or 
fungous infection similarly overtreated. It is 
also well to inquire regarding the patient’s hob- 
bies and pastimes. An outlined card contain- 
ing various facts such as age, nationality, fam- 
ily and past history is helpful. 


The entire surface of the skin (whether 
erupted or not) should be studied; experience 
discloses to the industrial physician whether the 
eruption is the type which usually appears after 
contact with the irritants used, for, as a rule, 
industrial dermatoses, under the same condi- 
tions, produce fairly similar eruptions; so that, 
the lesions should be consistent with the history 
of exposure to certain irritants. He should 
know whether there are agents in the patient’s 
work which would produce a dermatitis and 
which are active enough to further its spread. 
The location of the lesions is important for a 
dermatitis tends to remain limited to the areas 
of contact. 

It is well to remember that the eruptions of 
industrial dermatoses may be almost as varied 
as those of syphilis. An industrial dermatitis 
usually starts as a brilliant redness or erythema 
with small vesicles which tend to remain dis- 
crete; they increase only as long as the irritant 
is present; exudation is not marked and when 
the cause is removed, the vesicles and exudate 
begin to decrease. However, eruptions from an 
internal source may appear anywhere and show 
minute vesicles which rapidly form and coalesce 
with marked exudation, and which recur with- 
out apparent cause. 

The time of onset may vary from a few hours 
to one or more weeks depending on the severity 
of the irritant; the eruption may consist of 
merely an erythema plus edema; these disap- 
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pear rapidly and the skin may simply desqua- 
mate. During the stage of edema, we get all types 
of wheals and papules; in severe cases vesicles 
and bullae appear. As a rule, these contain clear 
fluid except in plant poisoning, where they may 
be hemorrhagic; exudation then appears which 
later dries and there is the formation of crusts. 
After the vesicles and exudation dry, the skin 
becomes infiltrated and with the loss of elas- 
ticity, fissures appear along the lines of the 
joints, the skin then shows accentuation of the 
normal markings with scaling and pigmenta- 
tion. <A certain group of irritants such as oil 
and coal tar will produce a folliculitis with pus- 
tules. 

With the cause revealed, prognosis is clear 
and the treatment obvious. In a true industrial 
dermatitis, you should have a fairly definite 
probable cause; it is easy to confuse these oc- 
eupational skin disturbances with those due to 
a congenital or an acquired skin disease such 
as those from toxins, food allergies, and septic 
or mycotic organisms. The difficulty here is 
that they do not have a definite etiological fac- 
tor such as syphilis, tuberculosis, or anthrax. 
Focal infections should be searched for; routine 
blood examinations are important. Fungous 
infections may precede a dermatitis due to ex- 
ternal substances or a dermatitis may afford en- 
trance to a subsequent fungous disease and 
while suffering from either, the patient may be- 
come more sensitive to other factors to which 
he was formerly immune. 

There are substances which will produce the 
same result whether taken internally or applied 
externally, for example, quinine. 

An important point to remember is that some 
people may react to a substance after only a 
few hours’ contact, while others may be immune 
for years. 

A useful method in the search for the sus- 
pected substance is the performance of patch 
tests’. If the substance is a liquid, a piece of 
linen is soaked with the substance and this is 
placed in direct contact with the skin; if a dry 
substance is used, it should be applied dry and 
also moistened ; it should be applied to the skin 
in the same manner and covered with an imper- 
meable tissue held in place by an adhesive strip. 
The suspected substance should be allowed to 
remain in contact with the skin for twenty-four 
hours. In doubtful cases, it is a wise plan to use 
a normal skin for a control. Positive tests show 
themselves in redness, edema, papules, or vesi- 
cles appearing in a period of from twenty-four 
hours to a week or ten days; however, the inter- 
pretation of these tests is difficult for they are 
useful only in certain types of skin diseases and 
may show reactions which are not true positives. 
Then, too, a negative test does not necessarily 
exclude the occupation for the test cannot du- 
plicate the influence of the workers’ environ- 
ment; for example, soap itself may show a 
negative test but when a man is exposed for 





hours in front of a steaming vat of soap, he still 
ean have an industrial dermatitis despite the 
result shown by the patch test. The tests are 
important also in an attempt to discover the 
external irritants outside of a man’s work, 
Here the private physician has the advantage 
for he will have more codperation from the pa- 
tient. He can test him out with various sub- 
stances such as shaving cream, hair tonic, and 
plants. This procedure is difficult for the indus- 
trial physician because the man seeking com- 
pensation is not apt to try to disprove his ease. 

Fungous diseases are frequently mistaken for 
occupational eruptions for only a few occu- 
pations can cause a direct fungous infection. 
The most difficult to differentiate are those sec- 
ondary fungous eruptions which are known as 
epidermophytids and trichophytids especially 
when the patient shows vesicles only on the 
palms and fingers. However, the presence of an 
active focus elsewhere is fairly good evidence. 
Microscopic examination and cultures are of lit- 
tle value for the ‘‘ids’’ are generally sterile. 

Despite the careful study of the work, patch 
tests, and laboratory aids, there still remains 
an undetermined group the etiology of which 
cannot be solved. 

Outside of the fungous diseases, a differential 
diagnosis is fairly clear cut between dermatitis 
venenata and those diseases of internal origin 
such as erythema multiforme, urticaria, and 
pityriasis rosea. Impetigo and scabies are fre- 
quently found, and they are apt to be very con- 
fusing, especially the latter, in women patients 
who deny an eruption on any part of their body 
except the hands and forearms. 

In industrial dermatitis cases, remove the 
cause and in the severe cases recovery will be 
hastened by prescribing rest in bed and apply- 
ing a soothing compound. All cases will re- 
spond more rapidly if they are removed from 
all possible contact with the causative factor, 
but this removal may end the worker’s return 
to that trade, for on his return to work, he may 
suffer a recurrence of his dermatitis. However, 
this susceptibility is not limited to persons who 
have had an industrial dermatitis, but is some- 
times found in workers who have handled irri- 
tants for years with impunity, and after a lay- 
off or vacation, return to their occupation and 
promptly suffer a dermatitis simulating an ana- 
phylactic reaction. If possible, continue the 
man at work for some seem to develop an im- 
munity; however, a change of occupation may 
be necessary. The recovery from an industrial 
eruption depends to a great extent on the in- 
dividual affected; it depends on the patient’s 
cooperation in his treatment. Some believe that 
as long as they are not exposed to their trade, 
they can do work such as gardening and cement- 
ing at home. When cases become prolonged 
with repeated attacks, search should be made for 
irritants at home, secondary infection, systemic 
disease, a constitutional eczema, or malinger- 
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ing; for, with the irritant removed, and after 
allowing sufficient time for the occupational 
dermatitis to heal, the original irritant cannot 
be held wholly responsible. The problem of 
conscious or unconscious aggravation or contin- 
uance of the eruption is difficult to solve. One 
may be convinced that the patient is a malin- 
verer, especially when a recently healed disturb- 
ance of the skin recurs, on the day of an Indus- 
trial Board hearing, worse than it has been 
since the onset, but it is impossible to prove it 
to the satisfaction of a third person. 


Prevention is of supreme importance and 
the more or less universal use of gloves would 
prevent many injuries; hand contact, in some 
cases, could be replaced by machine labor; in- 
structions should be given to each employe re- 
garding personal hygiene. Frequent inspection 
and examination of the employes cannot be 
overstressed. The workers should be able to 
remove the traces of their work with non-irri- 
tating cleansing solutions; they should have im- 
pressed on them the value of changing their 
clothing at the end of the day’s work. 


It is difficult to readjust a man who has been 
engaged in doing a certain job for years and 
it is in this group of patients who feel that 
they have lost their trade that we find a pro- 
longed sequela of dermatitis factitia which may 
be hysterical or definite malingering. 


REFERENCES 


1. Personal communication with W. H. Lehmberg. 

2. Overton, S.: Industrial dermatoses; their causation, 
recognition, prevention and treatment. Brit. J. Der- 
mat. 41: 225 (July) 1929. 

3. Sulzberger, M. B., and Wise, F.: Industrial derma- 
— Am. Med. (Special Section) 39: 4 (June) 
1933. 

4. White, James C.: Dermatitis Venenata: An Account 
of the Action of External Irritants Upon the Skin. 
Boston: Cupples and Hurd, 1887. 

5. Dore, S. Ernest, and Franklin, John L.: Diseases 
of the Skin: A Handbook of Dermatology for Prac- 
titioners and Students. London, Toronto, Melbourne 
and Sydney: Cassell & Company, Ltd., 1934. 

6. Lane, C. Guy: Essential factors in recording of skin 
diseases due to occupation. J. Indust. Hyg. 5: 366 
(Feb.) 1924. / 

7. Bloch, Bruno: Occupational skin diseases from the 
biological point of view. J. State Med. 38: 373, 1930. 





DISCUSSION 


CHAIRMAN WHITE: The room is large and wide, 
so I am going to ask the discussers to come forward 
and face the audience. Dr. Lane will begin. 


Dr. C. Guy LANE, Boston: I was much interested 
in listening to this paper of Dr. Downing’s, and I 
would like to emphasize numerous points in his 
paper if time permitted, but Iam going to emphasize 
only certain features with regard to diagnosis. 

In the first place I think that any dermatitis lim- 
ited to hands and arms alone should at least awaken 
suspicion of industrial causation. In other words, I 
believe occupation as a factor should be included. 
It is important enough to put it as strongly as that. 

Secondly, I think that in a case referred for an 
opinion regarding industrial causation, we should 
be absolutely sure we are dealing with an industrial 
dermatitis and not with lichen planus, or erythema 
multiforme, or fungus infection. We frequently find 
applicants claiming an occupational factor when 





Downing has already mentioned, just because an in- 
dividual is working with a possible irritating fac- 
tor, that factor need not be causing the dermatitis. 
With a physician, the antiseptics used may not be 
the cause of his particular dermatitis. 

I am reminded in connection with these derma- 
titis cases and the matter of detection of them rel- 
atively early, of a case I have seen recently,—a man 
working as a hairdresser, mostly waving, with a very 
extensive eczema of both hands, especially the right. 
He came in contact with the alkali used in the 
wave. This eczema was of ten years’ duration, prac- 
tically continuous, with a little relief at times when 
he had had vacations. He had had treatment five or 
six years ago by one physician who gave him a few 
doses of x-ray, but told him, inasmuch as the condi- 
tion did not respond, it was inadvisable for him to 
continue with the x-ray. Notwithstanding, this pa- 
tient went to another physician who gave him, as 
the patient says, five or six times that dose, and in 
the course of three years he had approximately twen- 
ty-five or thirty x-ray treatments, and now the man 
shows not only chronic eczema, but the beginning of 
changes seen in x-ray dermatitis. Here, early de- 
tection and refusal to treat while the cause was still 
going on would have avoided a long future of sad 
events for this particular patient. Early detection 
I consider extremely important. 

Dr. Downing has emphasized very well the need 
for having certain standards in regard to the diag- 
nosis of these cases, criteria for diagnosis of indus- 
trial skin diseases. I think first we should have a 
definite history of exposure to something we know 
may cause the particular condition; secondly, the 
history of attacks upon exposure to this particular 
agent, especially if it is a dermatitis, or eczema, and 
clearing up upon removal of that particular cause; 
thirdly, eruption in the patient consistent with this 
particular cause. We all realize the different type 
of eruption in keloid or radium-dermatitis from that 
in ordinary dermatitis or eczema. Fourthly, there 
should be correct time relationship, bearing in mind 
the recent work of Osborne of Detroit, showing 
there is a longer latent period between exposure 
and eruption than we have supposed. The incuba- 
tion time in industrial dermatitis is relatively short, 
but in keloid or radium-dermatitis it is relatively 
long. Fifthly, there should be the lack of history 
of exposure to agents which might cause a similar 
eruption outside the occupation. 

With these points in mind we can make a more 
sure diagnosis of occupational skin disease. 

In closing, I wish to call attention to the matter 
of disability from occupational skin disease. That 
disability may be partial disability, only temporary 
perhaps, or permanent partial disability. On the 
other hand, cases occur in which disability is total, 
possibly temporary total disability followed by abil- 
ity to return to work, or it may be permanent total 
disability, disabling a man from permanent work, 
as a serious surgical injury may do. 


CHAIRMAN WHITE: The discussion will be con- 
tinued by Dr. J. Harper Blaisdell. 


Dr. BLAISDELL, Boston: Mr. Chairman, Fellows of 
the Section—The story of industrial dermatitis is 
really a serial in three parts. The first part is the 
correct identification of the industrial dermatitis. 
The second is the successful treatment of it. The 
third is the restoration, if possible, of the patient 
to his occupation. 

Now, under the identification of industiial dis- 
eases, the most helpful step in recent years is the 
use of the patch test; but the patch test cannot 
supplant experience and judgment on the part of 
the doctor; and that doctor who has the inductive 


some other non-industrial condition exists. As Mr.! skill of a Sherlock Holmes will come more nearly 
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to evaluating his cases correctly than one who sim- 
ply takes the word and very sparse history of the 
patient. , 

There are one or two things that possibly might 
be of interest under the question of correct identi- 
fication. It has been my experience that a derma- 
titis, either primary or recurrent, which occurs on 
Monday or Tuesday, or forty-eight hours after a 
holiday, is more apt to have incidence in week-end 
pleasures than in the industry. 

The second part, the successful treatment, is com- 
plicated today very greatly by two factors, first, by 
secondary fungus infections. The average horny- 
handed son of toil is generally not a victim of fungus 
infections while at work. But let his skin be broken 
by dermatitis, and a very large per cent will acquire 
fungus infection, which being a sequela of indus- 
trial dermatitis, exposes him to treatment extending 
over weeks and months, far beyond the loss which 
would have been incurred by the primary injury. 
The second factor, growing more and more preva- 
lent, is the question of what I call minor malinger- 
ing. Under different conditions of elapsing compen- 
sation, a great many men and women find they can 
prolong the dermatitis by trauma voluntarily applied 
by mild scratching, or scrubbing the hands with 
soap and water. Dr. Downing has told what I have 
seen so many times, where a man up for a hearing 
for the stopping of his compensation, unquestionably 
produces by such means a dermatitis which will 
continue him on compensation. They are not dra- 
matic malingering cases, but they are common, and 
other than a matter of opinion, are impossible of 
detection. 

On the third point, restoration of the worker to 
his former occupation, I wish to speak a little more 
at length, because here is a problem of vast eco- 
nomic importance to the community at large, which 
in the last analysis pays the bill for all of us. It 
is a phase to which I think the doctors have, until 
now, paid very little attention for several reasons; 
ignorance on the part of the employee, ignorance 
on the part of the employer, and complaisance on 
the part of the insurance companies, that are only 
too glad to get the man off their list, and inability 
of the doctor to carry out simple suggestions when 
the man returns to work. As an example, I recently 
saw a woman, one of several hundred employees, 
who habitually used daily a common, ordinary, black 
electric tape to protect her fingers in light mechan- 
ical work im which she came in contact with sharp 
edges. This black electric tape was used in several 
thousands of yards by hundreds of employees with- 
out trouble, and yet she came in with acute der- 
matitis, which a patch test showed was due to the 
electric tape. Breaking down this tape, it was 
found to be composed of several forms of rubber, 
asphalt, resin, and barium sulphate. The material 
causing the trouble was the resin. She cleared up 
promptly under treatment, and in this instance it 
was easy to return to work, protecting her fingers 
with ordinary adhesive tape. 


Another example was a man, a printer, with a 
large earning capacity. He was on the point of 
stopping after years of chronic dermatitis due to pig- 
ments. We used General Electric Hand Cream No. 
406, which is a cream composed largely of soap and 
silicate. He was able to apply this material to his 
hands and arms and have no further dermatitis. 
The use of this particular cream is limited some- 
what because it is soluble in water. But it can be 
used where a patient is coming in contact with 
many other types of liquid. 

On the other hand there is the case of a shoe 
worker who by repeated tests over many years 
shows he is sensitive to the finished form of leather, 
as it is used in the shoes. That particular man has 





been on compensation ten times. He is now on 
compensation, with his hands 100 per cent well, 
and sitting perfectly tight on $18 a week, with the 
prospects of continuing that until his 500 weeks of 
disability are used up. At present there is no so- 
lution for that man that either the insurance com- 
pany wants to work out, or that I have been able to. 


CHAIRMAN WHITE: 
cussion. 


This subject is open for dis- 


Dr. WILLIAM J. Macponatp, Boston: The only 
thing I will cite, in congratulating the speakers, 
Dr. Downing, Dr. Blaisdell and Dr. Lane, is this, 
just the evidence of one industrial case. I want to 
mention a very interesting case published by a der- 
matologist from another city. It was that of a man 
who had facial dermatitis which would not clear up. 
The dermatologist sent him south for a vacation, 
and the eruption completely disappeared. On return 
to his occupation it returned. He went away again, 
came back, and it reappeared. This time the der- 
matologist paid a visit to the man’s home. His 
hobby was making bows and arrows. When he made 
them, he drew them like this. (Indicating.) In this 
case it was dermatitis from the wood. Very often 
a visit to the patient’s home will find the cause. 


Dr. B. THURBER GUILD, Boston: I enjoyed the papers 
very much. There are one or two comments which 
I should like to make. The first concerns the pro- 
cedure of which Dr. Downing spoke. His patient 
was sensitive to bronze powder, I believe. If, as I 
assume, that was a metal sensitization it seems to 
me that wetting the powder would so dilute the 
perspiration -that there would be less likelihood of 
obtaining a positive reaction on the skin. 


When an allergen of this nature comes in contact 
with the skin the crude metal is converted by means 
of the perspiration into a chloride or sulphide salt 
which is soluble and therefore capable of irritating 
or sensitizing the cells of the skin. Water would 
so attenuate the salt that it might be too weak to 
cause a reaction, at least within a few hours’ time. 

Another point is that we should be very careful 
to differentiate a sensitive skin and sensitized skin. 
That, I believe, would help in the better classification 
of these conditions and in directing the investiga- 
tion of the cause of the trouble. 


The presence of resin in the electric tape was 
significant. In the cases of several patients who 
have shown a dermatitis following the application 
of ordinary zinc oxide adhesive plaster, I have patch- 
tested them to zinc oxide ointment and to the 
resin supplied me by a large manufacturer of adhe- 
sive plaster. In these instances the resin was al- 
ways shown to be the cause of the trouble and never 
the zinc oxide, though heretofore the latter has 
been considered the sensitizing agent. If the young 
lady who was sensitive to the electric tape was not 
influenced by the application of adhesive plaster, it 
would be interesting to me to know whether there 
was resin in that particular plaster. 


CHAIRMAN WHITE: Any further discussion? If not, 
will Dr. Downing close? 


Dr. DownineG: I wish to thank the gentlemen for 
their kind discussion, and to elaborate on Dr. Guild’s. 
I think that point about applying the substance dry 
is very important, because there is no question in 
some cases that a dry substance can be either fixed 
by the water, or whatever is used as a diluent; so 
if a patient is working with a dry substance it is 
important to patch test with the dry material. 

There was an interesting case of a girl who de 
veloped herpes simplex and shortness of breath from 
contact with a certain powder. The powder turned 
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out to be lycopodium. By keeping her away from the 


powder, the symptoms disappeared. There was an in- 
structive observation in that case; not only were the 
patch tests negative, but a mild superficial scratch 
test was négative; and when the scratch test was 
done by an allergist who scratched very deeply, there 


was a marked reaction. This girl was sensitive to the 
lycopodium. 


CHAIRMAN WHiTeE: A final paper on “Fungus Dis- 
eases of the Skin” will be read by Dr. Arthur M. 
Greenwood. 





FUNGUS DISEASES OF THE SKIN* 


BY ARTHUR M. GREENWOOD, M.D.t 


EARLY 100 years have passed since fungi 
were recognized as a cause of skin disease, 
and it is twenty-five years since the publication 
of ‘‘Les Teignes’’, Sabouraud’s classic work on 
the subject. My wish is to outline, in the time 
at my disposal, the accomplishments of these 
twenty-five years in the morphology, etiology, 
biology and therapy of certain fungus diseases 
of the skin. It is manifestly impossible to give 
eredit to all the workers in this field or to cover 
the mass of literature, and a survey such as this 
is necessarily a personal estimate of events and 
methods. 

The first careful clinical study of a group of 
these cases was made by Djéllaleddin-Moukhtar 
in 1892', followed by Whitefield, Kaufmann- 
Wolff and Sabouraud. In this country Ormsby 
and Mitchell* were the pioneers in an able article 
published in 1916, and it is a tribute to their 
work to see to-day how accurate their report 
was in the light of our present knowledge. 

It is not possible to go into textbook details 
of clinical description. No new clinical varieties 
have been described since Dr. Charles J. White’s 
description in 1919°, except for the recognition 
of the skin manifestations of infections by monil- 
la, saccharomyeces and eryptococci. 

Knowledge of the bacterial and fungus flora 
of the normal skin is essential in studying its 
parasitic invaders. I have been unable to find 
any report of the finding of a known pathogenic 
hyphomycete on the normal skin and investiga- 
tions undertaken with this object in view have 
been negative* °°, 

Benham and Hopkins‘ in 100 normal young 
adults recovered monilia albicans from the skin 
or nails in no eases. Other yeastlike organisms, 
chiefly cryptocoecci and mycodermata were re- 
covered in seventy-two per cent. Greenbaum 
and Klauder* found yeastlike organisms in 
thirty-five or 150 normal skins investigated. 
None of these were monilia. 

Concerning the bacterial inhabitants of the 
normal skin, staphylococci are probably present 
in all cases. Greenwood and Rockwood‘ found 
them in 100 per cent of interdigital spaces of 
the feet in diabetics. Haxthausen® found them 
in eighty-five of ninety-two cases of normal skin. 


*Read at the Annual Meeting of the Massachusetts Medical 
Society, Section of Dermatology and Syphilology, June 3, 1935. 

tGreenwood, Arthur M.—Dermatologist, Massachusetts Gen- 
eral Hospital. For record and address of author see ‘This 
Week’s Issue,”’ page 380. 


Owing to the necessity for special bacteri- 
ologie technic to recover streptococci from the 
skin when staphylococci are also present the re- 
sults of the usual cultural methods are of no 
value in judging as to whether streptococci are 
normal inhabitants of the skin. It is probable 
when they are present, and certainly when in 
any numbers, that they are of pathologic sig- 
nificance. It may be fairly concluded that path- 
ogenie hyphomycetes, monilia albicans, and 
streptococci are not normal inhabitants of 
healthy skin and if present in skin lesions are 
of etiologie significance. 

Yeastlike organisms such as eryptococci, be- 
ing inhabitants of normal skin, may or may not 
be of etiologic significance when recovered 
from skin lesions. It has been proved that they 
are causal in certain cases'® 14 but their pres- 
ence does not always imply pathogenicity. 

Although we may become increasingly accu- 
rate in the diagnosis of fungus diseases of the 
skin from clinical appearances, the final recourse 
is to the laboratory. There is undoubtedly a tend- 
ency to attribute too many dermatoses to fungi 
without adequate investigation. Mitchell’* has 
pertinently called attention to this tendency. As 
he states, dermatoses resembling epidermophy- 
tosis may be bacterial, mycotic or occupational 
and ‘‘fungi which are so few as to escape de- 
tection by the intensive efforts of an experi- 
enced technician are not capable of producing 
lesions of the type under discussion.’’ 

The laboratory procedure for the finding of 
fungi in epidermal scales is simple but the time 
and persistence necessary for a report of value 
are not ordinarily available to the busy unas- 
sisted physician, and hurried examinations by 
the inexperienced are valueless. A very recent 
advance in the laboratory investigation of these 
cases is the elaboration of a technic for staining 
fungi in epithelial scales by Swartz and Conant. 
This should materially add to the accuracy of 
our laboratory investigation of clinical material 
and has already been of great service in appar- 
ently proving that the much discussed ‘‘mosaic’’ 
fungus is not a fungus. 


Looking back over twenty-five years of myco- 
logical investigation of these pathogenic fungi, 
we are impressed by the thoroughness and ac- 
euracy of Sabouraud’s original work. From 
the clinical standpoint, little, if any, change has 
been made by investigators since the date of 





|publieation of ‘‘Les Teignes,’’ and it becomes 
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increasingly evident that the linkage of specific 
clinical manifestations with specific fungi, ex- 
cept in the most general way, is probably im- 
possible and perhaps unimportant. There is, 
however, a geographical distribution of species 
and varieties with some corresponding variations 
in pathogenicity which is to be worked out as 
influencing therapy. For instance, the Micro- 
sporums of the Pacific Coast are apparently dis- 
tinctly less difficult to eradicate than in this 
vicinity, and corresponding differences may be 
found in the species of Trichophytons. 


Determination of the specific infecting fungus 
in any given case is important in considering 
therapy. Lewis** has shown that ringworm in- 
fections of the scalp caused by Microsporum 
lanosum can be cured by local measures alone 
and that the more radical and difficult treatment 
by x-ray is not necessary in such cases. Infee- 
tions by Microsporum Audouini are not curable 
by local treatment and require x-ray epilation. 
It has been my experience that infections with 
Epidermophyton are easier to cure than the 
eases in which the infecting fungus is Tricho- 
phyton Interdigitale, and the finding of Monilia 
Albicans in a lesion adds distinctly to its seri- 
ousness as well as suggesting the co-existence of 
a deficiency disease. These are problems for the 
clinical mycologist and can be worked out when 
accurate clinical and mycological reports on 
the pathogenic fungus flora of different sections 
of the country are available. Davidson and 
Gregory** have reported a list of fungi infect- 
ing man in Manitoba, and this procedure should 
be followed by workers in this line in all sec- 
tions of the country. Further investigation of 
the species and varieties of the pathogenic fungi 
is for the trained mycologist, a difficult task and 
not practicable for the clinician untrained in 
mycological research and unfamiliar with the 
intricacies of mycological classification, and such 
a mycologist should be on the staff of every 
large hospital and medical school. The marked 
variation of species of fungi under differing 
conditions of growth has led to the naming of 
many unjustified species, and several attempts 
at simplification of classification have been made 
in recent years. Of these, the most recent by 
Emmons” appears to me the most reasonable. 
It is probable that many species thought to 
have distinctive cultural appearances and pro- 
ducing characteristic organs in culture are only 
varieties formed by differing conditions of 
growth. It has been shown by Emmons" that 
one species may pass through a number of 
changes of color in culture and may from time 
to time produce organs thought to be character- 
istic of other species. He believes that certain 


“*snecies’’ are varieties of one variable species. 
It seems to me that a classification such as Em- 
mons proposes would do much to simplify a con- 
fused situation, especially in the taking and 
collating of a fungus census of the country. 





BIOLOGIC INVESTIGATIONS 


Plato and Truffi first demonstrated that an 
organism affected with trichophytosis and a 
healthy one reacted differently to the injection 
of a filtrate of a culture of the infecting organ- 
ism. Bloch’’ established the laws of biologic 
reactions in such cases. His researches showed: 
that deep trichophytosis was not solely a cuta- 
neous affection. It brought about alterations in 
the whole skin and sometimes in the internal 
organs; this was shown by an increase in leu- 
coeytes, swelling of glands, and sometimes of 
the spleen. 

The biologie character of these changes was 
shown by the reaction of the patient to sub- 
cutaneous or intradermal injections of tricho- 
phytin and is analogous to the tuberculin reac- 
tion. It is more intense as the infection is more 
intense; is very slight for superficial tricho- 
phytosis, and practically nil for microsporosis. 
It is not specifie to each variety of organism but 
common to groups, each of these groups having 
its own endotoxin. 


Sensitization may last years after the attack. 
Bloch thought that the sensitization was not 
humoral ; that it was attached to the cells of the 
skin and that passive transfer was not possible. 
This has since been disproved. He held that the 
inflammation in the sensitized areas was a favor- 
able reaction designed to counteract the invad- 
ing fungi, possibly by the destruction or im- 
mobilization of their toxins or by the elimination 
of the focus, and that, just as in syphilis, there 
was a definite relationship between the degree 
of inflammation, the strength of the. allergy, the 
number of organisms and the evolution of the 
disease. This he considered as illustrated by 
microsporosis and onychomycosis which last 
long and show great numbers of fungi because 
their localization produces a minimum of al- 
lergy. 

The study of hypersensitiveness led to the 
creation of a new group of dermatoses, the Tri- 
chophytids. Jadassohn and his school in 1911 
called attention to these manifestations. It was 
found that after intracardial injections of spores 
into animals an eruption of disseminated papules 
appeared; these developed differently accord- 
ing to whether the animal was normal or had 
been sensitized by a previous fungus infection. 
The eruption appeared as one of five types: 
Lichenoid, searlatiniform, pustular, nodular like 
erythema nodosum or polymorphic like erythema 
multiforme. 

Bloch thought that the variety of fungus was 
not important but that it had to be capable of 
setting up a deep trichophytosis. This, how- 
ever, has since been shown not to be necessary. 
For the production of Trichophytids a consider- 
able degree of hypersensitiveness is necessary 
and this occurs late in the infection. Bloch also 
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demonstrated that the hypersensitiveness was 
ereater near the focus of infection. He was in 
doubt as to what factor brought on the allergic 
reaction when it came in contact with the sen- 
sitized skin: toxin, fungus element in the blood 
stream, or fungus element from without. A 
similar question arises in tuberculids; in syph- 
ilis it is known to be the spirillum. It seems 
practically certain that any of the three, toxins, 
or fungus elements from within or without may 
act as the antigens. 

Since Bloch’s investigation the whole subject 
has been developed by various workers. Wil- 
liams'® in 1925 from clinical observations de- 
duced the occurrence of allergic eruptions with 
epidermophytosis of the glabrous skin and pro- 
posed the name Dermatophytid to include both 
these and the Trichophytids known to occur with 
the deep ringworm infections. 

Investigations by W. Jadassohn*’, Sulzber- 
ger®?, and Peck”! have verified the accuracy of 
this hypothesis. It has also been proved that 
Trichophytin sensitiveness can be demonstrated 
by contact tests, producing an eruption of an 
eezematous type**, and that urticaria, hay fever 
and asthma may be manifestations of hypersen- 
sitiveness to fungus toxins**: *4, 

It may therefore be accepted as proved that 
a primary infection with pathogenic fungi, 
either deep or superficial, sensitizes the cells of 
the skin; and the subsequent dissemination of 
toxins or fungus elements may produce second- 
ary reactions, generalized or localized, near to 
or distant from the original focus, which man- 
ifest themselves either as dermatophytids, as 
eczema, as urticaria, asthma or hay fever. 


From the point of view of this summary we 
are most interested in the dermatophytids since 
they have been evoked to explain a dermatosis 
which has given no little trouble to dermatolo- 
gists, the palmar and digital vesicular eruptions, 
persistent and recurring, which clinically sug- 
gest fungus origins but in which fungi cannot 
be found even after the most careful and per- 
sistent laboratory search. According to Wil- 
liams’ hypothesis these are allergic reactions 
in which the negative microscopic findings are 
to be expected. This view has ample support, 
especially by Peck’s experimental reproduction 
of the entire chain of reactions in the human 
subject!’. The validity of this conception of 
palmar and digital dermatophytids has been 
questioned by Scholz?®, and Tolmach and 
Traub” in a discussion of the results of a series 
of their own observations concluded that the 
diagnosis of dermatophytid in many cases was 
unwarranted. It seems to me that we must 


admit the occurrence of dyshidrotic and eczem- 
atous eruptions of the palms and fingers pro- 
duced at times by actual invasion of these areas 
by pathogenic fungi and at times appearing as 
an allergic reaction. Whether, in addition to 
these, there is a true dyshidrosis having no rela- 





tion to either of the above causes is not, as yet, 
established and it must of course be admitted 
that there are many cases of eczematous erup- 
tions in these areas which have no connection 
with pathogenic fungi. 

In recent years the importance of fungus in- 
fections in relation to industrial disability and 
compensation has been recognized and many 
questions difficult of solution have arisen in this 
connection. In general it is now held that a 
primary fungus infection is not compensable 
unless its source can be proved to be a contact 
in the industrial plant concerned, and that 
chronic recurring mycotic dermatitis aggravated 
by heat and moisture is not compensable, it be- 
ing considered a condition common to all ex- 
istence and to all industry. When, however, 
an industrial dermatitis predisposes to the 
spread or exacerbation of a chronic mycotic in- 
fection or when a mycotic infection immediately 
follows an industrial dermatitis it is held to be 
compensable on the basis that it is a sequel of a 
condition arising from the worker’s employ- 
ment*’**, Obviously the most painstaking in- 
vestigation devolves upon those of us who would 
undertake to decide these questions with fair- 
ness. 

The limits of a paper such as this necessitate 
a very brief and inadequate consideration of an 
important and interesting group of fungus in- 
fections, those caused by yeastlike organisms. 
Langenbeck in 1839 first described a fungus as 
the causal organism of thrush. It was later 
named Oidium albicans, and is now known as 
Monilia albicans. It is in recent years that care- 
ful investigation of this group of fungi has been 
taken up and its importance appreciated. The 
difficulties involved in the mycological study of 
this group, and the impossibility of their ac- 
curate identification and classification without 
complicated laboratory procedures has led, 
as in the other pathogenic fungi, to a 
confusing multiplicity of varieties and names. 
This situation has, in recent years, been 
much simplified by various workers, in this 
country notably Benham, and Stovall and 
Bubolz, using as criteria in addition to cultural 
appearances, fermentation, agglutination and 
agglutinin absorption reactions. 

The skin pathogens in this group known at 
the present, pretty generally fall into three 
groups: the monilia, saccharomyces and ecrypto- 
cocci. Of the monilia, one, Monilia albicans, is 
by far the most important. It is known to be 
the causal organism in thrush, and the thrush- 
like infections of the mouth seen in pernicious 
anemia and other deficiency diseases; of infec- 
tions of the vaginal mucous membrane and sur- 
rounding skin seen in diabetics and in pregnant 
women; of limited or extensive infections of 
the glabrous skin, from comparatively transient 
intertrigos to extended and even fatal infec- 
tions; of perléche, onychia and paronychia. 
Elsewhere than the skin it may infect the 
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of the intestinal tract in sprue, although not its 
cause. It has never been proved to exist as a 
saprophyte on normal skin but may live thus in 
the intestinal canal. It is particularly resistant 
to treatment in most instances and this resist- 
ance may be, and probably is, due to the failure 
to remove the underlying condition of the host 
which makes the monilia infection possible, 
whether it be a deficiency, glycosuria or scme 
other factors of which we are ignorant. I be- 
lieve the presence of a monilia infection always 
necessitates the consideration of factors outside 
the presenting dermatologic picture. 

The two other groups, saccharomyces and 
eryptococci, are of less serious import as far as 
our present knowledge goes, but nevertheless 
often difficult of cure. Their presence in a skin 
lesion does not necessarily imply pathogenicity, 
sinee, as mentioned elsewhere, they may live as 
saprophytes on the skin. They have been found, 
assumed to be and in certain cases proved to 
be the cause of intertrigo, perléche, paronychia, 
lesions of the nails, certain eczemas, and a very 
troublesome condition of the glabrous skin, 
cryptococcosis epidermica, described by White 
and Swartz’. 

In 1928 MacLeod and Dowling*® published in- 
vestigations which appeared to prove that sebor- 
rheie dermatitis of all types was a pure fungus 
infection with the Pityrosporon of Malassez. 
Recent work in this country on the same sub- 
ject, I believe, is confirmatory but not yet pub- 
lished. It is an important addition to our 
knowledge of fungus diseases and suggestive 
in the further investigation of psoriasis which 
we so often see developing from an apparent 
seborrheic dermatitis. There is no known suc- 
cessful specific treatment for these groups of 
organisms and their therapy will be considered 
under the general treatment of fungus infec- 
tions. 


THERAPY 


The results of treatment of fungus infections 
of the skin are not, as a whole, therapeutic tri- 
umphs, and it is quite generally agreed by the 
most experienced that very few cases are ever 
permanently cured. It is a fact, however, that 
the great majority of cases tend to get well them- 
selves provided that conditions unfavorable to 
the growth of the fungi are provided and that 
irritating ‘‘eures’’ are not used. It is our duty 
to make this clear to our patients, and while not 
underestimating the seriousness of certain types 
of the infection, we should not so overwhelm 
them with details of treatment and prophylaxis 
as to drive them straight to the druggist where 
they are sold a package of some proprietary 
remedy which is either so strong as to set up 
a dermatitis more incapacitating than the orig- 
inal infection, or so inert as to have no effect 
whatever. If the patient is fortunate, he will 





lucky, he will use one of the proprietary hich 
explosives and will have, in addition to his orig- 
inal infection, a dermatitis venenata and pos- 
sibly a generalized allergic reaction. I think the 
members of this section will agree that many 
of our office and hospital cases are of this 
variety. 

Of fundamental importance in considering 
therapy and prophylaxis are the facts that 
fungi grow best in epithelial structures and 
epithelial débris in the presence of heat and 
moisture and darkness, and that cleanliness, the 
avoidance of heat and the production of dry- 
ness are essential and basic factors in therapy. 


Another consideration to be emphasized is 
that we should differentiate in our treatment 
the areas of actual fungus invasion and the man- 
ifestations of allergy. The failure to do this is 
a frequent cause of therapeutic disaster, for it 
is obvious that the application of an active 
fungicide to an area of allergic reaction will 
only make matters worse. If we are unable to 
differentiate the two conditions it is much bet- 
ter to treat neither with fungicidal substances. 
We have to consider that reactions of resist- 
ance and immunity in most of these cases do 
not take place in amounts sufficient to be of 
therapeutic value since most fungus infections 
oceur in the uppermost skin layers where the 
fungi do not come in contact with living allergic 
tissue. We should consider that any condition, 
internal or external, leading to increased perspi- 
ration, favors the growth of fungi. Increased 
sugar concentration in the skin has been held 
to favor fungus growth, but except for the 
tendency toward yeast infections around the 
genitalia in glycosuria, I know of no proof of 
this assertion. Fungus infection of the feet in 
diabetics, while not more frequent, is more seri- 
ous than in non-diabeties, because of the oppor- 
tunity it offers for secondary infections. 

Two fundamentals of treatment should be: 
(1) The elimination of factors favoring fungus 
growth such as the prolonged maceration of the 
skin by the wearing of and exercising in wool 
socks, heavy boots, heavy gloves, heavy wool 
underwear and athletic supporters; (2) the 
avoidance of too active applications to the actual 
infected areas and the use of bland substances 
on the allergic reactions. 

In general, three types of cases present them- 
selves: (1) The acute vesiculopustular. On 
the hands or feet this type is best treated by 
soaks and wet dressings, either of liquor 
alumini acetatis 1:16, potassium permanganate 
1:2,000 or weaker, metaphen 1:3,000, or boric 
acid, four per cent. If the pustular element is 
prominent a chlorinated solution is valuable. 
This is carried out during the day, and boric 
ointment or an ointment of salicylic acid and 
sulphur two to six per cent in vaseline, or a 
borated dusting powder with ten to twenty per 
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cent tannie acid added is used at night. It has 
not been my practice to use x-ray in any dos- 
age in the acute cases although it has been rec- 
ommended. I believe the risks of medico-legal 
complications are too great to compensate for 
any possible gain in this variety which is so 
liable to prolonged and explosive exacerbations, 
for which the use of x-ray is certain to be held 
responsible. Neither strong Whitfield’s oint- 
ment nor any of the proprietary modifications 
of his formula should be used, not only on ac- 
count of the danger of dermatitis, but also be- 
cause a violent attack on this type of the disease 
is likely to produce a generalized allergic reac- 
tion. 

(2) The subacute type, either vesicular or 
macerated, and (3) the chronic varieties, I be- 
lieve in the long run are best treated by sul- 
phur and salicylic acid ointment, six per cent 
strength in vaseline, or by Whitfield’s original 
formula: 


Acid Benzoic gr. Xxv 
Acid Salicylic gr. xv 
Paraffin mollis 3 ii 
Ol. Cocois nuciferae ad 3 i 


Either of these ointments may have added one 
per cent of thymol. Certain cases do well with 
Castellani’s earbolfuchsin paint, or other dyes. 
Iodine in one per cent alcoholic solution, or as 
in Strickler’s formula, 

Iodine Crystals 1.3 

Potassium Iodide 1.9 

Acid Salicylic 1.9 

Boric acid 3.9 

Alcohol 50% ad_ 60.0 


is at times effective but in view of its proved 
fungicidal value*!:*? in vitro its use has been 
disappointing and seems to prove the differ- 
ence in action of many substances when the 
human skin is substituted for the test tube. 

X-ray, in the subacute and chronic cases, is 
of distinct value used in fractional doses, hav- 
ing in mind its limitations and dangers. Used 
as a palliative measure and often giving great 
temporary relief, it should never be forgotten 
that patients who ‘‘shop around’’ are certain 
in the end to get sufficient radiation to produce 
permanent damage to the skin exposed. We 
should never x-ray patients without ascertaining 
the amount of previous radiation they may have 
received. 

The use of trichophytin in my experience has 
been of no demonstrable value in any series of 
eases. It may be that newer methods of pre- 
paring the trichophytin*®* and its use in higher 
dilutions as recommended by Templeton** will 
give better and more consistent results. 

I have had comparatively little experience 
with the use of inhalations of ethyl iodide as 
perfected by Swartz. Theoretically it should 
be useful in the recurring allergic manifesta- 
tions caused by fungus elements brought by the 
general circulation to the sensitized skin, and 





in massive actual infections. Probably its use 
is not for the inexperienced, nor in the general 
run of unselected cases. 

I have named but a few of the multitudinous 
preparations and substances used in the treat- 
ment of epidermophytosis and I do not at all 
mean or wish that what has been said concern- 
ing therapeutics should be taken as a counsel 
of despair. I have only meant to point out that 
as in so many therapeutic procedures there is 
an art in the use of a few well-tried remedies, 
and that having in mind their limitations and 
powers, and knowing as well as possible in the 
present state of our knowledge what we are 
treating and what we may expect to accomplish, 
the results are, in a great majority of cases, ex- 
cellent. What seems to controvert this state- 
ment is not so much poor results in treating 
the presenting case as the undoubted frequency 
of re-infections. 

This brings us to the important subject of 
prophylaxis. Several facts are pertinent in con- 
sidering reinfection: First, in most cases no 
immunity seems to be conferred by a previous 
attack of fungus infection. Secondly, fungi can 
grow on practically all the fabrics and materials 
which we wear. Thirdly, fungi can grow on 
the hair and epithelial débris, and the algal and 
bacterial slime which may accumulate on and 
in the cracks of wooden, cement, brick and tile 
floors®®. Fourthly, the addiction of our genera- 
tion to the frequenting of gymnasiums, baths and 
locker-rooms where ideal conditions for the 
growth of fungi obtain, and the tendency of the 
generation to exercise violently and perspiring- 
ly in unsterilizable socks and body clothing. 
It would be interesting to know whether the 
Romans, whose bathing habits were almost as 
unbridled as ours, were similarly afflicted with 
epidermophytosis. Fifthly, we have to consider 
the rather general indifference to the importance 
of the subject by health authorities and by 
those having in charge public baths, gymnasiums 
and locker-rooms. This indifference is becoming 
less noticeable, and more and more prophylactic 
measures are being used with a distinct diminu- 
tion in the number of infections where such 
measures are properly carried out. Sixthly, of 
considerable importance is the incomplete dis- 
infection of most clothing by standard laundry 
procedures. Bonar and Dreyer*® showed that 
the fungicidal action of standard laundry prac- 
tice at that time (1932) was effective for white 
cotton fabrics but doubtful for woolen and col- 
ored materials, and that the use of standard dry- 
cleaning solvents on fungi in fabric had a negli- 
gible killing action in exposures of one to two 
hours. Articles ironed and pressed in laundries 
are subjected to a temperature of approximately 
160°C. (320°F.), which is well above the ther- 
mal death point for the usual pathogenic fungi. 

Prophylactic procedures in public sources of 
infection should consist in some such compulsory 
footbath as that advocated by Osborne and 
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Hitcheock**®, a one per cent solution of sodium 
hypochlorite changed every two days. This 
seems to have been effective where used, although 
as an actual fungicide this solution has to be in 
contact with infective material much longer 
than occurs in a footbath as used in baths and 
gymnasiums**. Floors of showers should be 
scrubbed daily with soap powder, as mere flush- 
ing with water is ineffective. Shower baths are 
active sources of infection and every precaution 
should be taken to prevent or remove the algal 
and bacterial slime which accumulates on their 
floors. More cases of infection were found in a 
group of nurses occupying a dormitory with 
showers than in a similar group using tubs only 
(Massachusetts General Hospital). The most ef- 
fective preventive against foot infection in baths 
and locker-rooms is the wearing of unlined rub- 
ber bathing shoes. It is a very safe rule never 
to walk barefoot on any flooring or floor cover- 
ing. We cannot bring about the wearing entirely 
of white cotton material but it is definitely the 
safest material to wear next the skin, and there 
is no reason why sterilizable cotton socks cannot 
be worn next the feet, especially if they are to 
be subjected to heat and moisture and dirt. 
Perhaps most important in prophylaxis is the 
meticulous cleanliness of the feet, flexures and 
folds of the skin, with careful drying after 
washing and the use of dusting powder. 


We have reached the end of this discussion 
but not the conclusion of the subject. We, as 
dermatologists, cannot accept the present situa- 
tion in regard to fungus diseases as even ap- 
proaching solution, and it is our problem to 
earry this study to a point where definite and 
specific therapy is possible. 
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DISCUSSION 


Dr. ARTHUR M. GREENWOOD, Boston: I appreciate 
the opportunity to present a paper at the opening 
of this most recent chapter of New England Derma- 
tology. 

I have reached the end of this discussion, but not 
the conclusion of the subject. I believe that we as 
dermatologists cannot accept the present situation in 
regard to fungus diseases as even approaching solu- 
tion and I think it is our function to carry this 
subject to a point where definite and specific therapy 
is possible. 


CHAIRMAN WHITE: Before calling on the discuss- 
ers of this excellent paper, I wish to remind them 
of the by-laws that no one must exceed five minutes. 


Dr. JAcop H. Swartz, Boston: Mr. Chairman and 
Members of the Section on Dermatology—I am very 
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grateful for the privilege to discuss so excellent and 
completé a summary of Fungi Pathogenic to Man. I 
really have nothing to add, but I shall attempt to 
emphasize a few of the points brought out by the 
speaker. 

1. The importance of correct diagnosis. I remem- 
per not so long ago when even the most experienced 
dermatologist hesitated to make a clinical diagnosis 
of fungus infection of the skin without a micro- 
scopic and cultural check-up. Today, the pendulum 
has swung in the other direction, the clinical di- 
agnosis of fungus infection is made freely without 
microscopic check-up thus making the statistics on 
the instances of fungus infection unreliable. Even 
with direct microscopic examination one is apt to 
err because of the numerous artefacts which simulate 
budding yeast cells or even branching hyphae which 
can easily be mistaken for fungi. 


Dr. Greenwood has mentioned a stain which has 
been recently developed by Dr. Conant and me. The 
purpose of this stain is to make possible a more 
correct microscopic diagnosis by eliminating some 
of the artefacts I have just mentioned, particularly 
the elimination of the mosaic-like structures which 
are still interpreted by some as fungi. The technique 
of the stain is simple. It takes only a few moments 
longer than the accepted potassium hydroxide meth- 
od and is as follows: the scale to be examined is 
treated with 5 per cent potassium hydroxide and then 
immersed in water for two to three minutes to 
wash out the potassium hydroxide. The scale is 
placed on a slide and a drop of lacto-phenol cotton 
blue is added and a cover slip pressed on the prep- 
aration. The preparation is slightly heated. In the 
case of a thick preparation or nail material after 
washing out the potassium hydroxide it is stained 
with a 1 per cent alcoholic solution of cotton blue and 
then mounted in clear lacto-phenol. The epidermal 
cells are stained light blue while the protoplasm of 
the hyphae is stained a dark blue. This particular 
stain is an advantage for teaching purposes and will, 
probably turn out to be the method for making 
permanent preparations. 

2. The importance of the identification of the 
species: Dr. Greenwood has mentioned that tinea 
capitis caused by the Microsporon Audouini is more 
resistant to treatment than that which is caused 
by Microsporon lanosum. He has also mentioned 
that epidermophytosis that is caused by the tri- 
chophyton family is more resistant to treatment 
than that caused by the epidermophyton family. He 
also mentioned that the yeast organisms as a group, 
particularly the monilia albicans and the crypto- 
coccus are more resistant to therapy than the ring- 
worm family. I fully agree with him. 

3. A word about ethyl iodide inhalations in the 
treatment of fungus infections. It is not a panacea 
for fungus infections, but is very helpful when in- 
telligently used, particularly in the severe cases and 
in cases which are accompanied by an allergic man- 
ifestation, that is, an ide. 

4. In closing I wish to make a plea for a myco- 
logical department in the medical school and hospi- 
tal. Medical mycology at present is in a chaos and it 
is only through the codperation of the clinician and 
the medical mycologist that this very important 
field will be simplified and made useful to all 
branches of medicine. 


CHAIRMAN WHITE: Dr. Ethel M. Rockwood. It is 
very pleasant to see a lady on the program. 


Dr. Rockwoop, Boston: It may be .of interest 
to give you an idea of the frequency with which 
we have isolated the fungi most common in this 
section of the country. 





In scalp infections Microsporum lanosum occurred 
nearly three times as frequently as other fungi, and 
four times as often as Microsporum Audouini, which - 
is essentially an institutional infection. 

Of the glabrous skin, Microsporum lanosum 0c- 
curred twice as often as the other dermatophytes. 

In foot infections, Trichophyton Interdigitale was 
four and one-half times as common as epidermo- 
phyton, and also four and one-half times as all other 
fungi. 

In groin lesions, epidermophyton was cultured 
three times as often as other fungi, but, in groin 
lesions as a whole, epidermophyton occurred in 
only one-third of cases cultured or one out of every 
three and one-half cases, the others giving a growth 
of staphylococcus aureus, albus or citreus, and a 
very occasional Monilia albicans. 

Microsporum Fulvum, heretofore considered as an 
infrequent invader, has been isolated four times. 
Trichophyton purpureum and Trichophytons of the 
gypsum and niveum groups have also been recov- 
ered. 

Cultures from chronic paronychias have yielded 
Monilia albicans more than six times as often as 
other yeast-like organisms. 

Isolations from the intertriginous areas have 
yielded yeast organisms so infrequently, and pure 
culture of staphylococcus aureus, albus and citreus 
so consistently on repeated examination that it is 
suggestive that these latter may play other than a 
saprophytic réle. 


CHAIRMAN WHITE: The paper is open for general 
discussion. This is a very wide, very important 
question. Somebody should say something or ask 
something. 


Dr. Guinp: I hesitate to inject myself twice into 
a dermatological meeting. 


CHAIRMAN WHITE: Quite all right. 


Dr. Guitp: I would like to suggest that other 
sensitizations may easily follow in the wake of a 
primary fungus infection. Both Dr. Downing and 
Dr. Blaisdell stated that fungus infection more eas- 
ily affects a skin primarily devitalized by trauma. 
It is also true that a skin affected by fungus infec- 
tion more easily acquires sensitization to other sub- 
stances: dyes, metals, fabrics or what-not. One may 
be continuing the treatment of a fungus infection 
(or sensitization) when that allergen has ceased to 
be the cause of dermatitis and the real cause is some 
unsuspected material of quite a different nature. 


CHAIRMAN Wuire: Any further discussion? Dr. 
Greenwood, will you close? 


Dr. GREENWOOD: I have nothing special to add, 
except to emphasize what I barely mentioned in my 
paper, and what Dr. Swartz did emphasize, the im- 
portance of having a trained mycologist attached to 
our hospitals and medical schools. It is an extreme- 
ly technical job, and one which would be useful not 
only to us as dermatologists but to the mycologists 
also. I hope that all of us who have any influence 
will use it to bring this condition about. 


CHAIRMAN WHITE: Ladies and Gentlemen—We have 
come to the end of our program, and the Chair 
wishes to thank the readers for their valuable and 
interesting papers and for the discussions thereon. 

At the beginning of the meeting, this section 
elected as Chairman and Secretary for next year 
Dr. Harvey P. Towle as Chairman and Dr. Jacoby 
as Secretary. Unfortunately I have this telegram 
from Dr. Towle, “Sorry to miss the meeting. Sent 
to bed for the day.” 
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The Chairman will ask Dr. Jacoby to take the 
chair and close the meeting. 


CHAIRMAN JAcospy: I thank you for this honor 
and privilege. Is there any further business to come 
before this meeting? 


Dr. LANE: Mr. Chairman—1 wish to move a vote 


of thanks for the retiring officers and a vote for their 
courtesy in this first meeting of the section. 


Voices: Second the motion. 


(The motion was put and carried. The section 





meeting closed.) 


ian, 





—_— 


REPORT OF A FATAL CASE OF FLUORIDE POISONING* 


BY LEO MALETZ, M.D.t 


FATAL case of sodium fluoride poisoning 

was recently observed at the Danvers State 
Hospital. In view of the fact that fluoride 
poisoning is so infrequently reported it would 
seem opportune to report this case with a gen- 
eral summary of the subject. 

The first eases were reported in 1889 by Bald- 
win’, an American chemist, who gave an excel- 
lent description of fourteen cases, one of which 
was fatai. In 1911 Hickey’ reported a fatal 
case in a ten-year old girl. In 1915 Stanton 
and Kahn* reported the case of an infant, nine- 
teen months old, who recovered. In 1920 Kockel 
and Zimmermann‘ described two fatal cases. In 
the same year Vallée’ reported seven cases with 
recovery. In 1923 several authors reported 
eases; MecNally® described four deaths due to 
sodium fluoride with a review of the literature. 
Sommelet’ reported two cases of fluosilicate 
poisoning, of which one was fatal. Kurtzahn* 
also reported a case of fluosilicate poisoning 
which was fatal. Heinz and Haas’ reported one 
fatal ease of sodium fiuoride poisoning in that 
same year. In 1924 Bizot'® reported a fatal 
ease. Liihrig’:'? reported two eases of fluo- 
silicate poisoning in 1924 and 1925, both of 
which were fatal. In 1925 Dyrenfurth and 
Kipper® reported a single fatal case. In 1928 
Marcovitch"* reported a fatal case of fluosilicate 
poisoning. Fullerton?’ in 1930 described a sin- 
gle fatal ease. In 1933 Sharkey and Simpson?® 
described eight cases with one fatality. They 
also made an excellent review of the literature, 
reporting in all, forty-one cases. 


In the state of Massachusetts there have only 
been two cases thus far reported, those of Hickey 
in 1911 and Fullerton in 1930. The reports of 
the Chief Medical Examiner of the City of New 
York (citing Sharkey and Simpson) contain rec- 
ords of eighteen fatal cases in the period of 
1918 to 1930. In commenting on the compara- 
tive infrequency of this condition, we find that 
the files of the U. S. Public Health Service con- 
tain no records of previous eases. 

Contributions to the study of the toxicology 
of fluorides and alkaline fluoro-silicates were 
made by Janaud** in 1923. Floyd DeEds* in 


*Read before the Massachusetts Psychiatric Society, 
ary 27, 1935. 

+Maletz, Leo—Assistant Physician, Danvers State Hospital. 
For record and address of author see ‘“‘This Week’s Issue,” 
page 380. 
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1933 presented an intensive study of the entire 
subject of fluoride poisoning with special empha- 
sis on chronic poisoning. In the same year Me- 
Clure’® described the physiological effects of 
fluorine. 


In all we have been able to find reports of 
fifty-nine cases of sodium fluoride and six cases 
of silicofluoride poisoning, of which total fifty- 
five per cent were fatal. 


Sodium fluoride is used most commonly in in- 
secticides and is a common constituent of roach 
powder. It is frequently dispensed in containers 
similar to those used for saline laxatives or bak- 
ing powders. Insecticides containing sodium 
fluoride are commonly stored in medicine cab- 
inets or on the kitchen shelf. This substance 
has also been mistaken for powdered sugar and 
flour. Most of the cases reported were acci- 
dental. 

Sodium silicofluoride has a greater toxicity 
than sodium fluoride although the mechanism 
of the toxicity is the same, being due to the 
common fluoride radical. The mechanism is one 
essentially of calcium deprivation. Fibrillary 
twitchings of the muscles and ‘‘paralysis of the 
central nervous system are produced’’!*; these 
patients presenting the clinical picture of tetany. 
There is also vasomotor paralysis with subse- 
quent fall in blood pressure. In acute poison- 
ing where fluoride is taken by mouth there is 
a strong local irritating action on the mucous 
membrane of the stomach and small intestine, 
particularly of the stomach. Coagulation of the 
blood is abolished because of the binding of the 
calcium with fluoride’’. 

The sequence of symptomatology is usually 
as follows: Within five minutes after ingestion 
patients complain of severe epigastric pain fol- 
lowed by severe retching and vomiting, abdom- 
inal burning, and general prostration. Shortly 
afterwards diarrhea develops followed by mus- 
cular cramps, progressing to spasmodic mus- 
cular contractions of the arms and legs. When 
seen by the physician, the patient is usually in 
mild shock. In addition cyanosis of the skin and 
mucous membranes, excessive perspiration and 
salivation, with corresponding great thirst, has 
also been frequently observed; death occurring 
in most .cases from three-quarters of an hour 
to four hours after the onset, although in some 





cases it is delayed for twelve hours. Death is said 
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to be due to failure of the cardiorespiratory 
center in the medulla, usually occurring quite 
suddenly. Rigor mortis is said to set in pre- 
maturely. The lethal dose for human beings has 
been estimated at approximately five grams. 

The treatment recommended is gastric lavage 
with ten per cent aqueous solution of calcium 
chloride or lime water, copious amounts being 
used. This procedure converts the soluble so- 
dium fluoride to insoluble calcium fluoride. Mag- 
nesium sulphate produces the same effect. 
Tetany, which is produced by the binding of the 
fluoride with serum calcium, may be combated 
by the intravenous administration of ten per 
cent ealecium chloride or the intramuscular in- 
jection of parathormone. Shock treatment 
should be instituted. Despite this treatment 
patients may expire suddenly; Sharkey and 
Simpson having reported a case in which death 
occurred suddenly after the patient had appar- 
ently appeared improved. 


Report oF A Fatrat Case:—This case presented the 
characteristic features observed by other authors. 
The patient (H. F.), aged forty-one, was a very well- 
developed, muscular, male individual, who had rare- 
ly been ill previously. On the morning of Septem- 
ber 26, 1934, the patient was working in the kitchen 
assisting the chef to prepare a batch of hard sauce, 
consisting essentially of powdered sugar and but- 
ter. While mixing the sauce the patient sampled 
quite a liberal quantity. The time interval elaps- 
ing from the ingestion of the hard sauce to the 
onset of symptoms could not be determined, but 
appeared to be within the range of a few minutes 
to one hour. The patient reported to the chef that 
he felt sick and that there seemed to be something 
wrong with the sauce. He left the kitchen and went 
outdoors where, overcome by weakness, he was 
compelled to lie down; he then developed nausea, 
retched violently, and succeeded in expelling most 
of the gastric contents. Following this he perspired 
profusely. The patient, when seen, was in mild 
shock, and complained of marked weakness. His 
skin was cold and clammy, temperature 97.0°, pulse 
rapid, 120. Gastric lavage was immediately insti- 
tuted with four per cent sodium bicarbonate solu- 
tion. Shock treatment was given. A saline pur- 
gative, magnesium sulphate two ounces, was admin- 
istered. At this time the nature of the poison was 
not known. The patient responded to the treat- 
ment, the temperature approached normal, and the 
nausea and vomiting subsided. Several hours after 
the onset the patient commenced to complain of 
generalized muscuJar cramps, involving particular- 
ly the facial muscles. The muscular cramps lasted 
several hours and then began to subside. At this 
time it was felt that the patient’s general condition 
was much improved, when suddenly, while attempt- 
ing to talk to an attendant, he complained of short- 
ness of breath and marked difficulty in breathing, 
became pulseless, and suddenly expired, six hours 
after the onset of symptoms. Blood studies per- 
formed shortly prior to death revealed a white blood 
count of 20,500, differential count; Polys. ninety-one 
per cent, Lymphocytes six per cent, Monocytes two 
per cent, Basophiles, .1/3 per cent. Blood serum 
calcium performed on postmortem blood was 5.8 
mg. per 100 ce. 

The autopsy performed by Drs. Anna M. Allen and 
Charles C. Joyce on the following day revealed the 
following findings: The face had a distorted ap 


pearance, the eyes were sunken, conjunctivae in- 





jected, pupils unequal, the left 0.4 cm., the right 
0.6 cm. There was a continuous oozing of dark red 
liquid blood from the cut blood vessels of the mus- 
cles. Along the right border of the heart and pos- 
teriorly were numerous small, epichordal hemor- 
rhages. The posterior aspect of both lungs pre- 
sented many petechial subpleural hemorrhages. 
The bronchial mucous membrane was slightly coa- 
gested. On section there were diffuse reddish patches 
scattered throughout, that appeared to be extrava- 
sations of blood. The intestines were a grayish yel- 
low in color, thin walled, shiny, very slightly dis- 
tended, and the blood vessels in the walls were en- 
gorged. The contents of the small and large intes- 
tines were liquid throughout and the mucosa some- 
what swollen and creamy white in color. The du- 
odenal mucous membrane showed a few small, ir- 
regular, reddened patches scattered here and there. 
Kidneys: Weight 350 grams; the surfaces were 
smooth and deep pink in color, the organs were 
firm, capsules thin, stripped without difficulty, re- 
vealing a smooth, congested cortex. On section the 
cut surfaces were considerably congested and 
swelled slightly over the capsule. (Extreme, acute, 
passive congestion with advanced cloudy swelling 
of the kidneys has been reported by other authors!6¢.) 
The brain in this case was negative except for con- 
gested cortical blood vessels. Other organs were 
not remarkable. 


In investigating the source of the fluoride it was 
determined that the powdered sugar had been con- 
taminated with roach powder, and in this way the 
fluoride had been introduced. Roach powder bears 
a close resemblance to powdered sugar. Samples of 
the roach powder, hard sauce, powdered sugar, as 
well as the stomach and contents, cecum and con- 
tents, spleen, heart and heart’s blood, and sections 
of the liver, brain, kidneys, lungs, and large intes- 
tine were sent to Dr. Boos, toxicologist, for exam- 
ination. 


Analysis of the powdered sugar revealed thirteen 
per cent roach powder. The hard sauce as pre 
pared contained eleven per cent roach powder. The 
roach powder was found to consist of 55.9 per cent 
sodium fluoride and 44.1 per cent of sodium silico- 
fluoride. Analysis of the organs was as follows: 
The appearance of the stomach mucosa was elo- 
quent of the terrific local irritant action of the fluor- 
ide preparation, contained brown fluid, proved to be 
altered blood. The stomach yielded a trace of 
fluoride. The cecum contained a brown fluid of 
thin, pea soup consistency. This fluid had a pro- 
nounced alkaline reaction and gave a test for mag- 
nesium fluoride and sulphate. It appeared that the 
amount of magnesium present in the cecal contents 
was not sufficient completely to convert the alka- 
line sodium fluoride into neutral magnesium fluor- 
ide. The cecal contents by analysis contained ap- 
proximately six grains of this powder. The liver, 
kidneys, spleen, large bowel, lungs, heart, and 
heart’s blocd, all yielded a positive test for fluor- 
ide, varying, however, considerably in degree. The 
sequence of these organs as given indicates the 
order of intensity of the test. 


The chef had also partaken of the sauce, how 
ever taking only a very small quantity. He noticed 
that the hard sauce tasted peculiar and ordered the 
entire batch thrown out. Within a few moments 
he also experienced the same symptoms of weak- 
ness, nausea, and vomiting, but to a lesser degree. 
When seen by a physician shortly after, the nausea 
and vomiting had subsided, and the patient at this 
time complained only of weakness, and had no other 
complaints. He very rapidly recovered his strength 
and in several hours felt quite well. The only treat- 
ment was two ounces magnesium sulphate admin- 
istered orally. 
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SUMMARY 


We are reporting an additional fatal case of 
sodium fluoride poisoning with a general review 
of the subject. 

The symptomatology is as follows: The pa- 
tient after ingestion of the poison soon complains 
of severe epigastric pain, followed immediately 
by nausea, severe retching and vomiting, and 
generalized prostration. These symptoms are 
shortly after followed by diarrhea and muscular 
cramps, progressing to spasmodic contractions 
of the extremities, and clinical evidence of 
tetany. 

The treatment recommended is as follows: 
copious gastric lavage with ten per cent calcium 
chloride, weak lime water, or magnesium sul- 
phate. This procedure converts the soluble 
fluoride into insoluble caleium or magnesium 
fluoride. The tetany should be combated by in- 
travenous calcium fluoride or intramuscular 
parathormone. Shock treatment should be in- 
stituted. 

Pathological examination reveals local irritat- 
ing action on the mucous membrane of the stom- 
ach and intestine, as exemplified by minute 
hemorrhages and congestion. Irritation of the 
lungs also occurs as evidenced by congestion of 
the bronchial mucous membrane and petechial 
subpleural hemorrhages. Extreme, acute, pas- 
sive congestion with advanced cloudy swelling 
of the kidneys has also been reported**. Co- 
agulation of the blood is abolished because of 
the binding of the calcium with fluoride. 

Sodium fluoride and sodium silicofluoride are 
common ingredients of insecticides and roach 
powders and may be easily mistaken for Epsom 
salts, powdered sugar, or baking powder. The 
author wishes to emphasize again the toxicity 





of these substances and to suggest as others have, 
that containers be properly labeled ‘‘Poison.’’ 
Disguising these powders by coloring matter 
would appear wise. 


The author wishes to acknowledge the assistance 
and codperation of Dr. Clarence A. Bonner and 
Dr. Melvin Goodman. 


REFERENCES 


1. Baldwin, H. B.: The toxic action of sodium fluoride, 
J. Am. Chem. Soc. 21: 517, 1889. 

. Hickey, Charles H.: The danger of fatal poisoning 
from roach and other insect powders containing 
sodium fluoride. Bull. Mass. Board of Health. 


6: 341, 1911. 
3. Stanton, J. N., and Kahn, Max: Sodium fluoride poi- 
A. 64: 1985, 1915. 


soning. J. A. M. 

4. Kockel, F. R., and Zimmermann: Poisoning with flu- 
orin compounds. Miinchen Med. Wehnschr. 67: 777 
(July) 1920. 

5. Vallée, C.: Non fatal poisoning by sodium fluoride. 
J. de pharm. et chim. 21: 5, 1920. (Cited by DeEds, 
McNally, and Sharkey and Simpson.) 

6. McNally, W. D.: Four deaths caused by sodium flu- 
orid. J. A. M. A. 81: 811 (Sept. 8) 1923. 

7. Sommelet, M.: Sur un cas d’intoxication mortelle 
provoquée par le fluorsilicate de sodium. Bull. de 
Se. Pharmacol. 30: 211, 1923. 

8. Kurtzahn, Gertrud: Suicide by "ee Silicate. 
Deutsche. med. Wehnschr. 49: 319, 1923 

9. Heinz and Haas: Poisoning by Ra chloride. 
Miinchen. Med. Wehnschr. 70: 565 (May 4) 1928. 

10. Bizot, -.. R.: Sodium fluoride poisoning. Kentucky 
mJ. : 156, 1924. 

11. Lithrig: y Bm Ztg. 48: 613, 1924. 

12. Liihrig: Chem. Ztg. 49: 805, 1925. 


(Cases cited by Floyd DeEds.) 
13. Dyrenfurth, F., and Kipper, F.: 
14. 


to 


See Reference 18. 
See Reference 18. 


Fluorine poisoning. 
Med. Klin. 21%: 846 (June 5) 1925. 

Marcovitch, S.: Studies on toxicity of sodium fluo- 
— J. Pharmacol. Exper. Therap. 34: 179, 

Fulierton, W. W.: Two rather uncommon fatal cases 
of poisoning. New Eng. J. Med. 203: 423 (Aug. 28) 


Sharkey, T. P., and Simpson, W. M.: Accidental sodi- 
um, fluoride poisoning. J. A.M. A. 100: 97 (Jan. 14) 

Janaud, L.: Contribution to the study of the toxi- 
cology of fluorides and alkaline fluoro-silicates. 
Thesis. Paris: Jouve and Company, 1923. 

18. DeEds, Floyd: Chronic fluorine intoxication. Medi- 
cine. 12: 1, 1938. 

19. McClure, F. J.: Review of fluorine and its physio- 

logical effects. Physiol. Rev. 13: 277 (July) 1933. 

20. Webster, Ralph: Legal Medicine and Toxicology. 

Philadelphia & London: W. B. Saunders Company. 

1 


15. 


16. 


17. 





PAN-AMERICAN GROUP ELECTS DR. ROMERO 
AS SECRETARY 

Dr. Herman Romero of Chile was elected secre- 
tary of the Pan-American Medical Association, at 
the recent “Floating Congress” of the association. 

Dr. Romero was also elected one of the regional 
administrators for Chile, the announcement added, 
and the Academy of Medicine of the University of 
Sao Paulo, Brazil, has made him an honorary mem- 
ber. 

Dr. Arturo Scroggie Vergara of Chile was named 
one of the vice presidents of the association, which 
is composed of leading physicians and surgeons from 
North, South and Central America. 

Physicians after attending the Rio de Janeiro 
meeting of the association express themselves as 
deeply appreciative of the courtesies extended to 
them by the Brazilian Government. They further re- 
port that the congress proved highly instructive.— 
N. Y. Times. 





MORTALITY RATES 


Telegraphic returns from 86 cities, with a total 
population of thirty-seven millions for the week end- 
ing August 10, 


indicate a mortality rate of 9.5 as 





against a rate of 9.7 for the corresponding week of 
last year. The highest rate (21.7) appears for Nash- 
ville, Tenn., and the lowest (4.3) for Yonkers, N. Y. 
The highest infant mortality rate (24.6) appears for 
South Bend, Ind., and the lowest for Camden, N. J., 
New Bedford, Mass., Omaha, Nebr., Peoria, II1., 
Somerville, Mass., Spokane, Wash., Tacoma, Wash., 
Trenton, N. J., Waterbury, Conn., and Youngstown, 
Ohio, which report no infant mortality. 

The annual rate for 86 cities is 11.8 for the thirty- 
two weeks of 1935, and the same rate appears for 
the corresponding period of the previous year. 


SUMMARY OF DEATHS AND DEATH RaTEs (ANNUAL 
BASIS) FROM AUTOMOBILE ACCIDENTS PER 100,000 
ESTIMATED POPULATION FOR 86 CITIES FOR CORRE- 
SPONDING PERIODS OF 1935 AND 1934 


Week ending First 32 weeks 





Aug. 10, Aug. 11, 1935 1934 
1935 1934 
Total deaths 148 151 5,030 5,063 
Death rate 20.6 21.0 21.9 22.0 
Deaths due to ac- 
cidents in city 109 112 3,987 4,034 
Death rate 15.2 15.6 17.4 17.6 
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CASE 21341 
PRESENTATION OF CASE 


A thirteen year old American schoolboy en- 
tered complaining of the spitting of bright red 
blood. 

At the age of three his mother noted blood 
in his stools associated with weakness and pal- 
lor. At that time he was studied at another 
hospital for about a month following which his 
spleen was removed. The patient improved rap- 
idly and was discharged in two weeks. He had 
no reeurrences of the melena and appeared to 
be in good physical condition. 

On the evening before admission he com- 
plained of a sore throat and went to bed quite 
early. The following morning his throat was 
still sore and in addition he complained of mild 
frontal headache. In the early afternoon he de- 
veloped nausea which was soon followed by the 
vomiting of a cupful of rather thick black ma- 
terial not recognized as food. About fifteen min- 
utes later he again vomited about a pint of 
bright red blood with clots. Six hours before 
entry he passed a loose, watery, almost black 
stool and a few hours later frank red blood. A 
few hours before entry he vomited again. This 
time there were many clots and bright red blood 
amounting to about a quart. 

During the past ten years he had been quite 
pale although active and apparently entirely 
healthy. There had been no previous attacks 
of bleeding, hematuria, or red or tarry stools. 
He did not bruise easily. 

His father and mother were both living and 
well. One brother, aged sixteen, was living 
and well. There was no family history of tu- 
berculosis or hemorrhagic manifestations. He 
had had measles and chickenpox. A tonsillec- 
tomy had been performed six years before entry. 

Physical examination showed a_ well-devel- 
oped and nourished boy in no acute distress. 
The skin was pale. No purpuric lesions were 
noted. The heart and lungs were negative. 
The blood pressure was 85/40. There was a left 
upper rectus scar, apparently the site of the 
previous splenectomy. 

The temperature was 102°, the pulse 120. The 
respirations.were 24. 

Examination of the urine was negative. The 
blood showed a red cell count of 2,630,000 with 





a hemoglobin of 60 per cent. A smear showed 
numerous platelets. The white cell count was 
14,650, 82 per cent polymorphonuclears. The 
stools were semisolid and all gave positive guaiac 
tests. The bleeding time was two minutes, the 
clotting time one and a half minutes. A Hin- 
ton test was negative. A liver function test 
was normal. The icteric index was 3. 

X-ray examination showed a slightly dilated 
esophagus with numerous large venous channels 
projecting in the mucosa involving the lower 
two thirds. There was no evidence of obstruc- 
tion. The stomach and duodenum were normal. 


On the day of admission he vomited about 18 
ounces of blood half of which was clotted. He 
was given a transfusion of 500 cubic centime- 
ters. He did fairly well for about a month al- 
though he continued to have a slightly elevated 
temperature. About one month after admission 
at about 4 a.m. he suddenly vomited a large 
amount of blood. This was repeated the fol- 
lowing day after which he was given a trans- 
fusion of 700 cubic centimeters. His red blood 
cell count dropped to 1,100,000, with a hemo- 
globin of 35 per cent. He vomited more blood 
the following day and was again transfused. He 
developed slight swelling and tenderness of both 
parotid glands. For the next two weeks there 
was no further bleeding although his tempera- 
ture still remained elevated. During the sev- 
enth week he began to complain of generalized 
steady epigastric pain which was not relieved 
by morphia. His pulse and blood pressure were 
normal. There was slight spasm in the left up- 
per quadrant although the remainder of the ab- 
domen was very soft. Little peristalsis was 
heard except in the left upper quadrant, lateral 
to the splenectomy scar, where active, rather high 
pitched peristalsis was heard. None was seen. 
At 9 p.m. that day his abdomen was still spas- 
tie and peristalsis was now present in the right 
half of the abdomen and absent in the left. His 
temperature was 102.2°, the pulse 120. His con- 
dition remained about the same and two days 
later his abdomen had become much more dis- 
tended. He went into shock and died that day. 


DIFFERENTIAL DIAGNOSIS 


Dr. Wyman RicHarpson: We have very 
little data in regard to the first illness. I am 
going to consider that he had at the age of 
three the same disease, at least to some extent, 
that he died of and discuss it from that point 
of view. He had bleeding at the age of three 
which was apparently related to splenectomy. 
There are not many conditions you can think 
of that will show that. I think we can cross 
out the rarer erythroblastic anemias. I do not 
feel sure that splenectomy is of value in these 
eases. This boy is a native born American and 
certainly has not the Mediterranean type of ery- 
throblastic anemia. If he had the same disease 
then as now I think we can disregard purpura 
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because at the present time he has normal bleed- 
ing time, numerous platelets and no evidence of 
purpura in the interval. I will rule out pur- 
pura on that basis. Hemolytic jaundice can be 
considered. He has no evidence of icterus at 
the present moment and I doubt if he had it 
then. Therefore, we wonder why his splenecto- 
my resulted in so prompt relief of the bleeding. 
I think the reason is that the splenic artery 
was tied off. Cirrhosis of the liver can occur 
at the age of three and must be considered in 
this situation, and, finally, the form of spleno- 
megaly which may be associated with cirrhosis 
of the liver and which also may be associated 
with obstruction in the splenic and other veins. 

We now consider the present illness with the 
ten year interval of freedom. What bearing has 
that on the original diagnosis? If he had eir- 
rhosis of the liver with some enlargement of 
the spleen it seems likely that other symptoms 
would have become apparent in the interim. He 
has developed only one new finding, that is, 
this question of dilated esophageal veins. 


X-RAY INTERPRETATION 


Dr. RicHarpD ScHATZKI: These pictures rep- 
resent the lower third of the esophagus. Here 
is the diaphragm. The esophagus was slightly 
dilated without evidence of obstruction near the 
region of the cardia. The normal relief of the 
esophagus shows narrow, longitudinal, parallel 
running lines. You do not see them here. In- 
stead, we have these thick bands of decreased 
density which are characteristic of dilated veins 
protruding into the lumen. 


DIFFERENTIAL DIAGNOSIS CONTINUED 


Dr. RicHarpson: I take it then that there 
are esophageal varices in this boy and _ pre- 
sumably he is bleeding either from those or from 
dilated veins in the stomach. 

A thirteen year old boy is not usually an al- 
coholic and the ordinary association of alcohol 
with portal cirrhosis is perhaps excluded here. 
If this is cirrhosis it must be considered most 
likely syphilitic and although we cannot rule 
that out absolutely there is no evidence of the 
stigmata of congenital syphilis, and he has a 
negative Wassermann. That is as far as we 
ean go in ruling it out. 

We rule out hemolytic jaundice. He had an 
icteric index of three and apparently no evi- 
dence of recurrent jaundice. 

The other problem then is whether this pic- 
ture can be explained on another basis, namely 
primary splenomegaly. We do not know that 
the spleen was enlarged at the age of three. 
Presumably it was, with some obstruction of the 
splenic vein and with the possibility that that 
obstruction had advanced to involve the portal 
vein and cause portal obstruction with some 
cirrhosis in association, and also eause dilata- 
tion of the esophageal veins. 





If we go on to the last part of the story we 
suddenly discover that he was not, as might have 
been expected, bleeding to death. We find all 
the emphasis on the abdomen. I think that is 
significant. Just what this tinkling peristalsis 
going from one side to the other is, I do not 
know, except that he had something causing pain 
and distention and probably obstruction ; enough 
to cause a good deal of emphasis to be put on 
it in a long paragraph in this history. 

If we assume he has an obstructive lesion 
in the portal vein, it is proper to guess that it 
might involve some of the mesenteric radicles. 
One other thing about the various rare blood 
diseases—there is no evidence that such existed. 
We have no description of the smear. We as- 
sume it is relatively normal. There is no evi- 
dence of a gastrointestinal ulcerative lesion so 
it comes down to a question of cirrhosis of the 
liver or splenomegaly, probably of the type with 
obstruction in the splenic, portal, and possibly 
of the mesenteric veins. I have avoided the 
term Banti’s disease because I do not know just 
what it means. As it was described originally 
it is a condition with an enlarged spleen and 
gastrointestinal hemorrhages with thromboses of 
the splenic vein. I will in this case make a 
diagnosis of splenomegaly with obstruction in 
the veins that I have mentioned, probably with 
secondary changes in the liver of a mild eir- 
rhotie nature. 


CLINICAL DiIscUssIONn 


Dr. RicHArp M. SmitH: Isaw him at the first 


admission to the Children’s Hospital. At that 
time he did have an enlarged spleen. He came 


in with an attack of hemorrhage very much like 
the one for which he entered here. We consid- 
ered at that time that the diagnosis was the 
condition which Dr. Richardson has refused to 
name and about which we felt very much the 
same as he does. It is the condition described 
under the title of Banti’s disease or splenic 
anemia, or thrombophlebitis of the splenic vein. 
We believe that the primary lesion is due to 
obstruction and not to dysfunction of the spleen 
as was originally believed. The picture is easily 
explained on that basis. A collateral circulation 
is established with marked esophageal varices 
from which bleeding takes place. 


We have seen quite a series of children with 
this condition at the Children’s Hospital, fifteen 
altogether. They have all died of uncontrollable 
hemorrhage. There is a child at the hospital 
now whom I saw this morning who has been 
bleeding for three days and may possibly die. 
The removal of the spleen seems to offer tem- 
porary relief. The patient presented here has 
gone the longest of any of our series without a 
recurrence of bleeding. We have another child 
who went eight years. Eventually they all have 
a hemorrhage and die due to the inability to 
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control the bleeding. There are two or three 
other matters which ought to be mentioned in 
connection with this condition. Dr. Richardson 
spoke of the abdominal pain which is not an un- 
usual characteristic when you have an advanc- 
ing thrombosis involving other radicles of the 
portal system. It would be interesting to know 
what the platelet count was after the hemor- 
rhage was over. I notice in the report that 
the platelets were elevated. It has been noted 
and it has been our experience that with con- 
tinued elevation of the platelet count there is 
likely to develop a secondary thrombosis. We 
know it is a common or not a rare complication 
following splenectomy for any reason, and in 
this condition it is more likely to occur than in 
others. It is also true that some of these chil- 
dren develop an intestinal obstruction due ap- 
parently to adhesions. We have had one such 
patient and there are others reported in the 
literature. This attack of bleeding followed 
an acute infection. It has been true in a con- 
siderable number of our cases that some inter- 
current infection apparently precipitates a re- 
eurrence of the bleeding. We have been inter- 
ested in trying to consider the possibility of 
what we should do next in order to control the 
bleeding. Removing the spleen of course takes 
out of the portal circulation roughly twenty per 
cent of the blood and yet it is not sufficient to 
prevent recurrence of hemorrhage although they 
may be well for a considerable period of time. 
It has been suggested that tying the coronary 
vessels or vessels in the gastrohepatic omentum 
may be of value. It has been tried in a number 
of cases apparently with some success. We 
were greatly disappointed in the child, who is 
now in the hospital bleeding, because her coro- 
nary vessels were tied about four months ago 
and we hoped that it would be effective in pre- 
venting subsequent hemorrhage. It has not 
been. Another suggestion is that one might 
attempt to establish better collateral circula- 
tion through the omentum and abdominal wall. 
I think that offers some hope, although it has 
not been particularly successful in varices due 
to cirrhosis of the liver. The patient of ours 
who has gone the longest, with the exception of 
this boy, without a recurrence of hemorrhage 
after splenectomy did subsequently have a hem- 
orrhage. Dr. Ladd operated upon her and tied 
the coronary vessels. In that child the collateral 
circulation was well established. The omentum 
was bound firmly to the abdominal wall. I do 
not know whether it is significant but the child 
who has had hemorrhage eight or ten times pre- 
sented at operation no appearance of gluing of 
the omentum to the abdominal wall and the su- 
perficial vessels on the abdomen were not en- 
larged. Another child whom we have followed 
for eight years has never had a recurrence of 
hemorrhage but has had repeated attacks of 
abdominal pain which we have interpreted as 
fresh thromboses. She has a remarkable en- 





largement of the vessels of the chest and ab- 
domen. In other words, she has established a 
circulation through the omentum. At the pres- 
ent time we can promise very little to benefit 
this condition and can predict almost certainly 
recurrences of hemorrhage and probably a fatal 
outcome. 

Dr. Berto Vincent: I came in touch with 
this case in the medical wards and saw the pa- 
tient frequently during the time he was under 
observation in the hospital. We recognized the 
condition and hoped we might be able to do 
something such as Dr. Smith has suggested but 
never had the opportunity because the acute 
abdominal episode intervened before the boy 
was in sufficiently good condition, following the 
hemorrhages, to warrant operation. At the 
time of the acute episode the diagnosis was either 
intestinal obstruction due to adhesions follow- 
ing splenectomy or a thrombophlebitis of the 
portal vein and radicles resulting in gangrene 
and perforation of the intestine; an evident 
diagnosis, I think, to make under the cireum- 
stances. 

In considering this case it is well to review 
what Dr. Osler called splenic anemia. You will 
remember his definition was ‘‘a chroni¢ progres- 
Sive disease due to intoxication of unknown 
origin, associated with splenomegaly, anemia, 
ieukopenia, and with a pronounced tendency to 
massive hemorrhages from the stomach’’. He 
said nothing, I think, in his description about 
any lesion of the portal vein or the splenic 
vein. I shall leave it to Dr. Mallory to com- 
ment on that phase of the subject. 

I want to devote just a moment to the treat- 
ment that Dr. Smith has suggested. We are 
pretty certain what the result is going to be in 
these cases of portal thrombophlebitis. Splenec- 
tomy, usually, does not prevent bleeding from 
the esophageal varices and the patients die of 
hemorrhage or else they die of a recurrence or 
an extension of the portal thrombophlebitis, 
which results, as in this case, in mesenteric 
thromboses and gangrene of the intestine. To 
take out the spleen in these cases is rational, I 
think, because by removing the spleen and tying 
the splenic arteries you do for a time, certainly, 
diminish greatly the amount of blood that must 
return through the portal system. When the 
return of blood through the portal system is 
obstructed it passes upward by a collateral cir- 
culation which gives rise to esophageal varices. 
These are susceptible to trauma, they rupture, 
and the patient has massive hemorrhage. If one 
has taken out the spleen and wishes to go far- 
ther ; to tie off the coronary vessels that are con- 
ducting the blood into these varices is rational 
enough if you can supply some other avenue 
for the blood to go back into the heart. The 


only way I can conceive of doing that is by an 
omentopexy, or possibly by attaching a portion 
of the omentum to the under surface of the liver 
to conduct some of the blood back through the 
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liver. There is only one other method that I 
can suggest, if one has the courage to do it. 
That is to make an Eck fistula; an anastomosis 
between the mesenteric vein and the vena cava. 
I do not know just what the end result would 
be of shunting most of the portal blood through 
the vena cava with very little going through the 
liver. These cases often live a long time, in 
spite of the hemorrhages. There was a girl of 
twenty-one in the ward recently. When she 
was seven years old, under the same circum- 
stances as this case, I took out the spleen. She 
had hemorrhages before the splenectomy and 
has had them ever since. Perhaps sometime we 
may attempt one of the operations I have sug- 
gested. 


CLINICAL DIAGNOSES 


Banti’s disease (postsplenectomy) with esoph- 

ageal varices and hemorrhage. 
Retrograde mesenteric venous thrombosis. 
Peritonitis. 


Dr. WyMAN RICHARDSON’S DIAGNOSES 


Splenomegaly. 

Thrombosis of splenic, portal and mesenteric 
veins. 

Slight cirrhosis of liver? 


ANATOMIC DIAGNOSES 


(Banti’s disease. ) 

Thrombosis, old, of portal and splenic veins. 

Thrombosis, fresh, of superior and inferior 
mesenteric veins. 

Gangrene of the ileum, with perforation. 

Peritonitis, acute generalized. 

Esophageal and gastric varices. 

Operative scar: Splenectomy. 


PatTHOLOGIc DiscussION 


Dr. Tracy B. Matuory: The autopsy in this 
case was done with extreme care by Dr. Castle- 
man, and I think gives a very complete answer 
to most of the clinical picture. We started with 
a firm conviction that we were going to find 
obstruction in the portal circulation. Of course, 
the commonest cause of that is cirrhosis of the 
liver and about two-thirds or three-fourths of 
the cases showing a clinical picture like this 
will show cirrhosis of the liver. There are, how- 
ever, a very significant number of cases in which 
the liver is perfectly normal, and the first glance 
at the liver showed that that was probably the 
ease here. Our attention was therefore imme- 
diately turned to the portal vein and it was 
found that that was completely thrombosed, and 
most of its radicles as well. It was quite evi- 
dent that these thrombi were of distinctly vary- 
ing age. In gross we could find an old, fibrous, 
completely organized thrombus, involving almost 
completely the portal and the remnants of the 
splenic vein. When we looked for the superior 





mesenteric vein we found two vessels of almost 
equal size running parallel courses. One of them 
was completely obliterated by an old organized 
thrombus, whereas the parallel vessel running 
right along beside it, evidently a collateral which 
had formed some years ago, completely filled 
with fresh thrombus. The terminal seven feet 
of ileum were gangrenous, and there was begin- 
ning peritonitis. 

When we came to examine the vessels micro- 
scopically we were able to carry back the story 
a little farther. There were three distinguish- 
able ages of thrombi. First there was an old 
organized and a partially recanalized one, years 
old, which without doubt went back to the onset 
of his present illness, more than ten years ago. 
Secondly, there was a much more recent throm- 
bus which nevertheless showed some degree of 
organization and might be anywhere from two 
to five weeks old. The development of that 
thrombus probably coincided with the onset of 
the acute hemorrhages. Then there was a final 
fresh thrombus which accounted for the gan- 
grene of the intestine and exodus. 

The liver was essentially normal. It was not 
cirrhotic. There were in it four small localized 
nodules, each about one centimeter in diameter, 
which were perfectly round and caseous. On 
microscopic examination they showed a caseous 
center with a fibrous capsule, but no giant cells 
or mononuclear phagocytes, nothing to identify 


their origin. They could be healed solitary tu- . 


bereles. They could be gummata, although there 
is no evidence of syphilis in this case. I think 
it is conceivable that they could be partially 
healed infarcts of the liver. The remainder of 
the liver was normal. Functionally they could 
not have been of any significance. 

We have had several cases fitting more or less 
closely the so-called Banti’s syndrome in the last 
four or five years that have interested us a great 
deal because there has been little or no cirrhosis 
but we have been able to demonstrate thrombosis 
of the splenic or the portal vein. In 1910 Dr. 
Wharthin reported seven cases showing the 
characteristics of the splenic anemia symptom 
complex and in all of these he was able to show 
obstruction of the portal system. We have had 
only one case out of a half dozen here in which 
we have failed to show the same thing. That 
obstruction of the splenic vein can easily be 
missed was shown very prettily by one case 
which we have already presented here. Some of 
you will remember it, a man with a splenomegaly 
of years’ duration, no anemia, until he sudden- 
ly had an extremely severe hemorrhage. He was 
given a great many transfusions, put back into 
shape for a splenectomy, which was done with 
apparent success, although some weeks after he 
left the hospital he died suddenly, probably of 
pulmonary embolus. At the time of operation it 
was impossible to identify the splenic vein. The 
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same was true on gross examination of the speci- 
men but when the hilus of the spleen was sec- 
tioned we were able with the aid of the micro- 
scope to demonstrate the remnants of the splenic 
vein with its characteristic elastic lamina still 
present and its lumen completely filled with 
fibrous tissue and small ecanalizing vessels. The 
surrounding tissue was full of very thin walled 
widely dilated newly formed veins. That is a 
case which would have gone down in the record 
as one of splenic anemia without evidence of 
portal obstruction if it had not been examined 
microscopically with this particular point in 
view. I feel very strongly that there are few 
if any eases of the splenic anemia syndrome in 
which you cannot find portal obstruction. It 
may be necessary to use special technique and 
a great deal of care to demonstrate it, however. 





CASE 21342 
PRESENTATION OF CASE 


A sixty-five year old English steamfitter en- 
tered complaining of abdominal pain of two 


’ weeks’ duration. 


Approximately one and a half months before 
entry he began to have attacks of diarrhea fol- 
lowed by constipation about once a week. One 
month before entry he had tarry stools on one 
or two oceasions. Two weeks later he awoke 
with a dull aching pain in the abdomen about 
the region of the umbilicus. He was consti- 
pated at the time and vomited. The pain grad- 
ually grew worse for a few days and then was 
relieved by a bowel movement. During this 
period he had similar attacks two or three times 
a week, each associated with severe consti- 
pation and preceded by diarrhea. Two days 
before entry the pain suddenly became very 
severe and was accompanied by severe vomiting 
day and night. The vomitus consisted of re- 
cently eaten food and a white frothy phlegm. 
A physician prescribed an enema which relieved 
the pain. He had one red stool during this 
period. His appetite had been good. There was 
no jaundice. He had lost a great deal of weight 
but did not know how much. 


The family and marital histories are non- 
contributory. 


The past history is negative except for a 
slight to moderate urinary difficulty consisting 
of burning, dribbling, incontinence and noc- 
turia. He passed only a small amount of urine 
each time. He denied venereal disease. 

Physical examination showed a well-developed 
but poorly nourished man. The skin was dry. 
The heart and lungs were negative. The blood 
pressure was 140/85. In the right lower quad- 
rant there was a firm, non-tender, round mass 
about 5 centimeters in diameter. The prostate 


The temperature was 99°, the pulse 88. The 
respirations were 18. 

The urine was negative. The blood showed 
a red cell count of 3,840,000, with a hemoglobin 
of 60 per cent. The white cell count was 9,500. 
A barium enema passed as far as the ileocecal 
valve but could not be forced through the valve 
into the ileum. There was distinct defect in 
the cecal tip. The remainder of the bowel ap- 
peared normal. 

A phenolsulphonephthalein test showed 45 
per cent excretion after three hours, 15 per 
cent being excreted in the first hour. The non- 
protein nitrogen of the blood was 36 milligrams 
per cent. 

On the third day operation was performed. 
On the first postoperative day he developed 
coarse tracheal rales. Numerous rhonchi were 
heard throughout both lungs, especially at the 
bases. He rapidly failed and died on the third 
postoperative day. 


DIFFERENTIAL DIAGNOSIS 


Dr. MarsHaut K. Bartuett: A history of 
weekly attacks of alternating diarrhea and 
constipation for six weeks, with tarry stools 
on two occasions, in a man of sixty-five years of 
age, should mean malignancy of the colon until 
such a lesion is definitely ruled out. 


The attacks became worse and more fre- 
quent. For the two weeks before admission 
they occurred two or three times a week. They 
were accompanied by pain, referred to the re- 
gion of the umbilicus and associated with severe 
constipation and vomiting. On each occasion 
the pain was finally relieved by a bowel move- 
ment. The exact nature of the pain is not 
described. There was one ‘‘red stool’’, proba- 
bly due to fresh blood. 


This is the story of repeated episodes of sub- 
acute intestinal obstruction, with spontaneous 
relief of each attack. The nature of the vomi- 
tus is not of particular significance. There had 
been extensive weight loss. 

The urinary symptoms revealed in the past 
history do not seem to fit into the picture and 
I do not believe that they are related to the 
patient’s present disease. 

Physical examination confirms the loss of 
weight, and there is a firm non-tender round 
mass about 5 centimeters in diameter felt in 
the right lower quadrant. Barium enema shows 
a distinet defect in the cecal tip, and no barium 
passed into the ileum. Blood examination shows 
a moderate anemia. The nonprotein nitrogen 
is normal and the phenolsulphonephthalein test 
shows an excretion of the dye which is within 
the lower limits of the normal range. 

The other conditions which must be consid- 
ered in the differential diagnosis of this lesion, 
in addition to malignancy, are appendiceal ab- 
scess and tuberculosis of the cecum. 





was normal. 


In a man of sixty-five, tuberculosis of the 
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eecum would be quite a rare lesion. Gross 
hemorrhage from an acid-fast lesion in this 
region, while possible, is much less common 
than from a malignant tumor. It is also un- 
likely that a tuberculous process of sufficient 
extent to give the hemorrhage and weight loss 
that this man has had would remain localized 
as a ‘‘firm non-tender mass 5 centimeters in 
diameter’’. 


Appendicitis is, of course, the most common 
lesion in the right lower quadrant and must be 
considered in every case involving this region 
regardless of the age of the patient. Hemor- 
rhage from an appendix abscess is exceedingly 
rare, but it does occur. I know of one such 
ease. Here again the discrete localized nature of 
the palpable mass is not suggestive of an in- 
flammatory process originating in the appendix. 


Although both tuberculosis and appendicitis 
must be considered, it seems to me that all the 
data in this case point to a malignant growth of 
the colon, presumably carcinoma, with inter- 
mittent attacks of intestinal obstruction, except 
the location of the lesion. Carcinoma of the 
cecum typically ulcerates and bleeds but does 
not cause obstruction. In this case, however, 
with the lesion in the tip of the cecum, it would 
seem possible that the growth has involved the 
region of the ileocecal valve sufficiently to cause 
the degree of intestinal obstruction which this 
patient has had. The fact that none of the 
barium enema passed into the ileum does not 
help particularly one way or the other, as this 
may happen with a normal ileocecal valve. 

The most probable diagnosis seems to be a 
malignant lesion of the cecum, probably car- 
cinoma, with repeated attacks of subacute in- 
testinal obstruction. On the day after opera- 
tion he developed a major pulmonary compli- 
cation, the exact nature of which it is difficult 
to make out from the facts given. He died on 
the third postoperative day. My impression 
would be that he had a bilateral bronchopneu- 
monia. 


CLINICAL DIAGNOSES 


Carcinoma of the cecum. 
Bronchopneumonia. 


Dr. MARSHALL K. BARTLETT’sS DIAGNOSES 


Carcinoma of the cecum. 
Bilateral bronchopneumonia. 


ANATOMIC DIAGNOSES 


(Adenocarcinoma of the ileocecal valve) with 
a metastasis to the liver. 

Operative wound: Resection of the cecum 
and portions of the terminal ileum and 
transverse colon and ileotransverse co- 
lostomy. 





Lobar pneumonia, right lower. 
Bronchopneumonia, left lower. 
Peritonitis, acute generalized. 
Pleuritis, chronic fibrous. 
Endocarditis, acute terminal, aortic. 


PaTHOoLoGic Discussion 


Dr. Tracy B. Mauuory: The patient was 
operated upon under ether anesthesia and a 
growth about the size of a tennis ball was found 
in the terminal portion of the cecum close to 
the ileocecal valve. A one stage operation which 
included resection of the cecum, ascending colon 
and 15 centimeters of the ileum was done. The 
eut end of the ileum was anastomosed to the 
transverse colon. 

Examination of the specimen in the labora- 
tory showed that, as Dr. Bartlett had predicted, 
the obstruction had been produced by involve- 
ment of the ileocecal valve. The tumor com- 
pletely encircled it and also involved the blind 
end of the cecum at the base of the appendix. 
It showed several areas of ulceration, the larg- 
est 1.5 centimeters in diameter, and to one of 
them may safely be attributed the single bowel 
hemorrhage. Although several lymph nodes were 
found which seemed definitely enlarged, micro- 
scopic examination failed to show any evidence 
of metastasis to them. 

The autopsy showed a slight degree of gen- 
eralized peritonitis although the anastomosis be- 
tweer the ileum and the transverse colon ap- 
peared in perfect condition and there was no 
evidence of infection about the sutures. Death 
was caused without much question primarily by 
pulmonary involvement. There was a massive 
lobar pneumonia of the right lower lobe and 
several small patches of more recent broncho- 
pneumonia in the left lower lobe. Both apices 
showed extensive old tuberculous sears with 
numerous small areas of calcification. If a chest 
plate had been done the differential diagnosis 
would probably have been made more difficult. 
The heart was normal in size but showed marked 
calcification and evidence of a recanalized throm- 
bus in the circumflex branch of the left coro- 
nary artery. There were no areas of infarc- 
tion, however. A slight acute terminal endo- 
carditis was present in the aortic valve. The 
liver showed a single small metastatic nodule, 
one centimeter in diameter, so far up beneath 
the diaphragm on the right lobe that it is not 
surprising that the surgeon had not felt it. The 
gall bladder contained a small stone. The kid- 


neys were within normal limits in view of the 
patient’s age. The urinary symptoms were read- 
ily explained by a distinct prostatic hyperplasia 
which was sufficiently marked in the median lobe 
to have resulted in hypertrophy and moderate 
trabeculation of the bladder wall. 
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THE MEDICAL SOCIETY AND THE 
MEDICAL PROFESSION 


In the Annual Discourse, delivered at the 
June meeting of the Massachusetts Medical So- 
ciety in Boston, Brace Paddock had written: 
‘‘In order for the state society best to fulfill 
its purpose it must embrace the whole profes- 
sion.’’ Death had closed his lips only two weeks 
before the Annual Meeting, so that he could not 
defend his thesis, but it stands as a challenge 
to the Society. 

The challenge lies in the conflict of realities: 
of 7014 licensed physicians in the state, only 
5054 are members of the Massachusetts Society 
and many of these 1960 physicians are not 
wanted in the Society. The problem presented 
by the physicians who do not want to join the 
Society need not be considered now. 

Why is it that so many physicians are not 
wanted in the Society? It is this situation that 
presents the challenge. Without resorting to 


cireumlocutions, the substantial reason is that 
the Society, jealous for the traditions of the 


past, and the high standards of medical prac- 
tice which it has consistently attempted to pre- 
serve and uphold and raise, and still attempts 
to maintain, fears the influence of these ‘‘in- 
eligible’’ physicians. The justification for this 
fear need not be gone into now, but its con- 
firmation is widespread throughout the United 
States among persons and organizations inter- 
ested in the welfare of the medical profession 
and in the protection of the public against un- 
qualified medical practitioners. Many of these 
physicians, ineligible for membership in the So- 
ciety in Massachusetts, would be ineligible even 
to take the examination for licensure in any 
other state. 

But these ‘‘ineligibles’’ are practitioners of 
medicine duly licensed by the Massachusetts 
State Board of Registration in Medicine! There 
is then a sharp difference of opinion, as to rea- 
sonable requirements for the practice of medi- 
cine, between the Board acting under the statute 
and the Society. 

Perhaps the Board ought to give a more rig- 
orously exclusive examination; there is no nu- 
merical dearth of physicians in Massachusetts, 
and if the number of new practitioners were 
markedly reduced over a period of years, the 
public might suffer little harm. 

It has been suggested that the statute should 
be changed, and if generally accepted standards 
are taken as a criterion, this should be done. 
There seems to be no reason why Massachu- 
setts should favor commercialism, by permitting 
the continuation of the giving of low grade 
medical education in schools which it has char- 
tered. The good name of the Commonwealth 
suffers. 

Perhaps the Society should lower its stand- 
ards and adjust them to the facts of medical 
practice as they exist in Massachusetts. In any 
case the present situation is intolerable and on 
the Society, as the self-appointed guardian of 
the profession, lies the chief responsibility for 
bringing about the much needed change, what- 
ever wisdom may show it to be. 





SERODIAGNOSTIC TESTS FOR 
SYPHILIS 


THE recent report* of the committee investi- 
gating serologic methods for the diagnosis of 
syphilis emphasizes the value of the technics de- 
vised during the past fifteen years. There are 
two general methods in vogue, the modifications 
of the old Wassermann complement fixation 
technie and the variations of the precipitation 
method. The latter are simpler in principle 
since they require the use of but one reagent 
(antigen) in addition to the patient’s serum. 


*Cummings, H. S.; Hazen, H. H.; Sanford, A. H.; Senear, 





F. W.; Simpson, W. M., and Vonderlehr, R. A.: J. A. M. A.,, 
104 :2088, 1935. 











380 


EDITORIAL DEPARTMENT 


N. E. J. OF M. 
AUG. 22, 1935 





Identical samples of blood taken from known 
syphilities and non-syphilitics were submitted in 
the present study to the authors of various 
American methods of testing. Every precaution 
was taken to insure conditions approximating 
those met with in practice. 

For the detection of syphilis when present, 
several of the precipitation methods appear dis- 
tinetly superior to all but one of the comple- 
ment-fixation tests. The number of specimens 
tested was perhaps not large enough to allow 
accurate evaluation of the liability of the tests 
to give false positives, but none of the meth- 
ods with a high rating for sensitivity appear to 
be unduly prone to this fault, particularly if we 
exclude tests on patients with leprosy, malaria, 
and perhaps tuberculosis. 

Physicians in Massachusetts will be pleased 
to know that the Hinton test, which is the method 
routinely employed at the Wassermann Labora- 
tory of the Massachusetts Department of Pub- 
lic Health and at a number of hospitals, ranks 
as one of the best methods in use. 

Gratifying as these results must be to the 
serologist, it is evident that the physician can- 
not rely entirely on blood tests if he is to ap- 
proach perfection in the diagnosis of syphilis; 
for approximately twenty per cent of the cases 
of untreated primary syphilis and fifteen per 
cent of those of late syphilis were not detected 
by any single method. Evidently much progress 
has been made but more is still possible. 





AN UNJUST CONCEPTION OF MEDICINE 
AND PHYSICIANS 


Tue letter by a layman which appears on 
page 382 of this issue, presents the emotions 
and criticisms of a patient after release from 
a hospital. His reactions to the noise and his 
feeling that many hospitals are not well located 
will be endorsed by the medical profession. He 
probably does not know that the growth of a 
city places hospitals at a disadvantage in many 
particulars, but with great institutions such as 
exist in Boston the moving of them to better 
localities is impracticable under existing condi- 
tions. Many of the discomforts and even dan- 
gers incident to disease are very much over- 
balanced by modern hospitals. Full apprecia- 
tion of our correspondent’s complaints about 
noise exists with hospital authorities and staffs. 
But we may be excused for most positive con- 
demnation of the last statement in the letter. 

This shows either that the writer of the let- 
ter has not acquired his mental equilibrium or 
that he is wholly unappreciative of the attitude 
of the medical profession toward human suffer- 
ing. Every sane-minded person deplores war 
and doctors are, for the most part, normal. 

Organized medicine is striving to prevent hu- 





man suffering and there is no alliance with war 
makers. 

To include doctors with pigs of any sort is an 
insult which cannot be passed over without re- 
sentment. 





THIS WEEK’S ISSUE 


ConTaIns articles by the following named au- 
thors: 


Waite, CuHaries J. A.B., M.D. Harvard Uni- 
versity Medical School 1893. Edward Wiggles- 
worth Professor of Dermatology, Harvard Med- 
ical School. Chief of Dermatological Depart- 
ment, Massachusetts General Hospital. Presi- 
dent of American Dermatological Association. 
Chairman of Dermatological Section of the 
American Medical Association. His subject is 
‘*The History of Dermatology in Boston.’’ Page 
339. Address: 259 Marlborough Street, Bos- 
ton, Mass. 


McCartuy, Francis P. M.D. Tufts College 
Medical School 1905. Professor of Oral Medi- 
eine, Tufts College Dental School. Assistant 
Visiting Physician for Diseases of the Skin, Bos- 
ton City Hospital. Pathologist, St. Elizabeth’s 
Hospital and Quiney City Hospital. Address: 
371 Commonwealth Avenue, Boston. Associated 
with him is 

Dexter, SmituH O., Jr. A.B., M.D. Harvard 
University Medical School 1933. House Physi- 
cian, Fourth Medical Service, Boston City Hos- 


pital. Address: Boston City Hospital, Boston, 
Mass. Their subject is ‘‘Oral Manifestations of 
Bismuth.’’ Page 345. 


THuRMON, Francis M. B.S., M.D. Harvard 
University Medical School 1926. Assistant Pro- 
fessor of Dermatology, Tufts College Medical 
School. Physician-in-Chief, Clinie of Derma- 
tology and Syphilology, The Boston Dispensary. 
Consultant in Dermatology, Boston Floating 
Hospital. His subject is ‘‘The Treatment of 
Psoriasis with an Organic Sulphur Compound.”’ 
Page 353. Address: 520 Commonwealth Ave- 
nue, Boston, Mass. 


Downine, Joun G. A.B., M.D. Harvard Uni- 
versity Medical School 1915. Assistant Profes- 
sor of Dermatology, Tufts College Medical 
School. Assistant Dermatologist, Boston City 
Hospital. Dermatologist, Beth Israel and St. 
Elizabeth’s Hospitals. His subject is ‘‘The 
Diagnosis of Industrial and Non-Industrial Skin 
Diseases.’’? Page 358. Address: 520 Common- 
wealth Avenue, Boston, Mass. 


GREENWOOD, ArTHUR M. A.B., M.D. Harvard 
University Medical School 1902. Dermatologist, 
Massachusetts General, New England Deaconess, 
Palmer Memorial, Huntington and Pondville 
Hospitals. His subject is ‘‘Fungus Diseases of 
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the Skin.’’ Page 363. Address: 416 Marl- 


borough Street, Boston, Mass. 


Mauetz, Leo. M.D. Tufts College Medical 
School 1932. Assistant Physician, Danvers 
State Hospital. His subject is ‘‘Report of a 
Fatal Case of Fluoride Poisoning.’’ Page 370. 
Address: Danvers State Hospital, Hathorne, 
Mass. 


ti 


MISCELLANY 


THE NOMINATION OF DR. FRANCIS R. MAHONY 


Governor Curley has nominated Dr. Francis R. 
Mahony of Lowell for membership on the Board of 
Registration in Medicine. Action by-the Council, 
according to custom, is deferred for a week. 

This is designed to fill the position occupied by 
Dr. Hovey of Springfield whose term has expired. 

Since Dr. Mahony is a member of the Massachu- 
setts Medical Society he is, under the law, not eligi- 
ble for this position unless one of the three mem- 
bers of this board who are also members of the 
Massachusetts Medical Society shall have resigned. 

——————————————— 


CORRESPONDENCE 








THE RELIABILITY OF THE HINTON TEST 


The Commonwealth of Massachusetts 
Department of Public Health 


August 5, 1935. 
Editor, New England Journal of Medicine, 


Dr. John Adams, Jr., of Boston, believing that 
some confusion may have been created in the minds 
of many physicians by the substitution of the Hin- 
ton test for the Wassermann in the Department’s 
laboratory, has asked the Department to discuss the 
following types of cases: 


1. If there is no history of either acquired or 
congenital syphilis, no clinical evidence of infection, 
a negative spinal fluid, negative blood Wassermann 
and Kahn, but a persistently positive blood Hinton, 
is the diagnosis of syphilis justified and should the 
patient be treated intensively? 

2. If a patient has received antisyphilitic treat- 
ment for a number of years for an old infection 
(adequate under Wassermann standards), is clini- 
cally free from infection, has a negative spinal fluid 
and negative blood Wassermann and Kahn, but a 
persistently positive blood Hinton, should further 
treatment be given? 


3. If a patient has early syphilis (primary or sec- 
ondary) and has had continuous and energetic treat- 
ment for one or two years, is clinically free from in- 
fection, has a negative spinal fluid and all blood 
tests except the Hinton test are negative, should 
the patient receive further treatment? 


4. If a patient has a negative Hinton test, may 


central nervous system syphilis be excluded as a 
possibility? 





These questions obviously may be stated briefly 
as one: How reliable is the Hinton test? 

Physicians become confused by a new test be- 
cause they compare it with the old without question- 
ing the specificity of the old. That is like doubting 
the efficiency of a modern automobile because one 
has always driven a ten-year-old model. The re- 
cently discontinued Wassermann test was superior 
to the one originally done at the Department’s lab- 
oratory. The newer precipitation tests, notably the 
Kahn and Hinton, are superior to the complement 
fixation test. 


The recent evaluation of the outstanding blood 
tests by the United States Public Health Service’ 
places the Hinton test among the most nearly spe- 
cific of any in use in this country. Specificity is 
measured both by the ability of a test to detect 
syphilis when it exists and its failure to give false- 
ly positive results. The Hinton test not only ranked 
with the best in each of these values, but was su- 
perior to the Kahn standard diagnostic test by 5.1 
per cent in the detection of syphilis. The comple- 
ment fixation tests, on the whole, made a very poor 
showing in the detection of syphilis. 

No laboratory test is infallible, but it is apparent 
that the physician is far less likely to be in error 
if he depends upon the results of repeated Hinton 
tests than if he depends upon the less specific Was- 
sermann in the same situation. 


Physicians must also bear in mind that: 


1. The term “negative history” is by no means 
absolute, and is much less reliable than repeated 
Hinton tests. Many patients, known to have syphi- 
lis, give no history of early lesions or other evidence 
pointing to infection, either because they have ob- 
served none or have forgotten or wish to forget. 
Women, particularly, miss the primary lesion be- 
cause of its location in the vagina. Many an extra- 
genital chancre has been missed or diagnosed as 
something else and forgotten. Innumerable infec- 
tions have been discovered through blood tests 
alone. 


2. The term “clinically negative” is not absolute, 
and far less reliable than repeated Hinton tests. 
Physicians vary in their ability to detect visceral 
syphilis. Unless he is an experienced internist and 
has available a variety of laboratory aids (x-ray, 
electrocardiograph, etc.), he may fail to detect clini- 
cal evidence of infection, not to mention a slowly 
extending involvement which has not reached a 
clinically detectable stage. 


3. The age of the patient must be taken into ac- 
count as well as the duration of the infection. 
Given an infection of undetermined duration in a 
young person, it is safe to presume that it is suf- 
ficiently recent to deserve intensive and sustained 
treatment. Old people who have had syphilis for 
years, but who have no complaints or evidence of 
infection other than positive blood tests, may do 
very well on mild, intermittent treatment or on no 
treatment at all. Early syphilis or clinically active 
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syphilis deserves rigorous treatment, whatever the 
age of the patient. Syphilis in pregnant women or 
in women of child-bearing age must have attention 
in any case. 

4. A negative Hinton test does not exclude cen- 
tral nervous system syphilis as a possibility. How- 
ever, the Hinton test will be positive in most cases 
of this form of the disease. 


A patient with primary or secondary syphilis de- 
serves a minimum of a year and a half of intensive 
treatment, without vacation, regardless of serology. 
Most syphilologists continue treatment thereafter, if 
necessary, until the blood serology has been nega- 
tive for from six months to one year, under treat- 
ment. If the serology cannot be reversed after two 
to four years of treatment, and the spinal fluid is 
negative, further treatment may be modified accord- 
ing to the circumstances. 

The treatment of long-standing infections must 
be determined by the individual case, taking into 
account previous treatment, clinical activity, the age 
of the patient, pregnancy, etc. The objective is to 
keep the infection under contro] rather than to re- 
verse the serology. The patient who has had a rea- 
sonable amount of treatment, but whose serology 
cannot be reversed to negative, must be handled as 
any “serologically-fast” case would be, even though 
the sensitive Hinton test is used. Blood tests are 
qualitative. They detect syphilis, but give no indi- 
cation of its activity or of the extent of the infec- 
tion. Although the future may bring better under- 
standing of the serologically fast case, the best that 
can be said today is that any person with persist- 
ently positive blood has syphilis and must be 
watched, if not treated, with that in mind. 

The Department suggests that physicians accept 
the Hinton test as one of the most specific tests 
available, in that it is falsely positive with extreme 
rarity and detects syphilis as well as, if not more 
frequently than, any other test in use. It should 
not be suspected of non-specificity by comparison 
with the Wassermann or any other test. Its spec- 
ificity has been studied against known infections 
and known freedom from infection for many years. 
The Department adopted it then, only after consulta- 
tion with many syphilologists who had had experi- 
ence with it. 

The Department wishes to express its apprecia- 
tion to Drs. William P. Boardman, Austin W. Cheev- 
er, Walter T. Garfield, Rudolph Jacoby, E. Law- 
rence Oliver, C. Morton Smith, and Francis M. 
Thurmon, for their advice and to Dr. John Adams, 
Jr., for asking the questions which have given the 
Department this opportunity for discussing the 
Hinton test. 

Yours truly, 
N. A. NELson, M.D., Assistant Director, 


Division of Communicable Diseases. 


REFERENCE 
1. J. A. M. A. 104: 2083 (June 8) 1935. 





A LAYMAN PUTS A QUESTION TO THE 
MEDICAL PROFESSION 


Lying in bed five weeks or more in a room of one 
of the most highly developed hospitals of New Eng- 
land, in the course of which time I was rolled into 
the operating room twice for those intrusions by a 
surgeon into the recesses of my anatomy which are 
called “major operations”, I added a great deal to 
my high previous regard for hospitals, nurses and 
doctors. 

One becomes thoroughly aware of the existence 
of two social worlds — the world of the well and 
the world of the sick. The world of the well was 
going past the windows of that hospital in a tor- 
rent of devastating noise. It seemed incredible that 
a great building full of sick people should be so 
disregarded by the city authorities. 


Why should not traffic be diverted so as to leave 
hospitals with some degree of quiet? And certainly 
quiet is a therapeutic resource and hastens recov- 
ery by inducing sleep at night and reducing nervous 
tension all day. You are rolled out on the balcony 
for air and change of scene. The air is tainted with 
coal and oil gasses, and the scene is a crawling 
horror of autos emitting their characteristic ob- 
scenities. 


The society of the sick takes what is handed to 
it. We have no choice. We belong to “Les Mis- 
erables”, and are grateful that time passes and the 
day of our release does draw nearer—provided, as 
the orderly remarked when I was going to the op- 
erating room, you have a return ticket. 


However, the question which pressed in upon me 
more and more as I experienced the trained mercies 
of that place and the really tender, if relentless, 
offices of the doctors, was this: 

In the event of war all these same highly skilled 
services and intricate equipment for comfort are de- 
voted to cases of manufactured sickness. 


People who would otherwise be well, in fact, the 
most healthy and vigorous part of the population of 
the nations involved, are, due to the egotisms, the 
antipathies, greeds and vindictiveness of statesmen 
and politicians, compelled to become cases for hos- 
pitals and doctors—and by the thousands daily. 

Hospitals and nurses and doctors are provided in 
advance. Everything is arranged to receive the 
flood of manufactured sick. And presently here 
they come—by the train load, and the work begins, 
incessant, overwhelming, heartbreaking. 

The amazing thing is this: there never has been 
a protest from the medical profession as such, from 
any association of doctors, against this manufactur- 
ing of sickness. 

One wonders why, Do they like it, then? Do they 
rejoice in the added experience, in the enormous 
variety of wounds and diseases? Is it all a kind of 
medical and surgical orgy in which they feel pe- 
culiarly intoxicated with self-forgetfulness and the 
practice of their art wholesale? 

Would you not think that doctors would be among 
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the very first to resent these by-products of bes- 
tiality forced on their attention? 

But no; there is no recorded instance which I 
have been able to discover of a protest against war, 
against manufactured sickness, by any medical asso- 
ciation in America. 

Can that be explained by doctors without incrim- 
ination, and some sense of shame? And is it possi- 
ble that we must remain content with the spectacle 
of the medical profession prostituted in this manner 
—following the bandwagon of the politician and the 
silk-hatted gentlemen of diplomacy into the big 
tent and there compelled to perform while the whip 
cracks? 

For you may say all that can be said about the 
devotion and the exhilaration’ of self-forgetfulness 
and about the experience gained and stored up for 
future use—this certainly is casting pearls before 
swine. 

For war makers are just that. They are not only 
pigs, but they have the ugliest trait of the worst 
pigs—namely, they devour their own progeny. 

It does seem strange, to a man in a hospital, at 
any rate, that doctors should make common cause 
with such people. But they do. 

EpWARD YEOMANS. 

Westport Pt., Mass. 





SOME HINTS AIDING IN THE DIAGNOSIS OF 
ANTERIOR POLIOMYELITIS BEFORE THE 
PARALYTIC STAGE 


The present epidemic of infantile paralysis has 
focused the attention of the entire medical profes- 
sion upon this disease. The anxiety of parents calls 
the average practitioner to see many cases that 
have symptoms which might possibly be those of 
this dangerous malady. 

While I do not make pretentions of being well in- 
formed on the subject, I have had occasion to delve 
into the literature in order to refresh my memory. 
There should be an eagerness on the part of every 
physician to diagnose this disease before the paral- 
ysis sets in. The laity is to a great extent acquaint- } 
ed with some symptoms, and certainly the average 
parent can make a diagnosis when the child loses 
the use of some member. I should like to present a 
brief outline of the disease in its preparalytic stage 
in order that my brother physicians may make a 
hasty résumé. I realize that busier men may not 
have a similar opportunity to review the descrip- 
tion of the disease, which is usually very lengthy. I 
present only the symptoms of the preparalytic stage, 
and a few hints to help in diagnosis. 

The incubation period is from four to eight days. 
A ten-day period of isolation should be imposed on 
all contacts. How long the patient is infectious is 
unknown, but modern practice is to insist on isola- 
tion for three weeks after nasal discharges have 
disappeared. 

The following are the points to be noted: 


1. Faucial reddening. 
2. Fever—(101-103°). 


Headache. 

Vomiting. 

Diarrhea. 

Convulsions,—especially in young children. 
Tenderness of muscles and hyperesthesia. 
Irritability. 

Intolerance of handling. 

10. Kernig’s sign. 


8 sa See 


After a glance at the above symptoms, it will be 
apparent to the doctor that some of them, especially 
the first six, are common to other childhood dis- 
eases. The latter four are peculiar to diseases in- 
volving the central nervous system. They are dif- 
ficult to evaluate, particularly in younger children 
who reseft the handling of the examiner. A good 
test for infants is to set them on a flat surface (a 
table, for example) with legs extended before them. 
The patient who is infected will put his hands on 
the table to support his spinal column, which is 
painful and is held rigid. The child will also elevate 
the shoulders as though the back were sore, very 
much like a person whose back is sunburned. This 
will also indicate a stiffness of the neck, a valuable 
symptom, as this is difficult to ascertain in young 
children. One must be careful that the stiffness is 
not caused by cervical adenitis, attending some 
simple pharyngeal infection. 

Kernig’s sign will be found to be, very often, 
more or less devéloped. This will serve to differen- 
tiate the disease and others that may simulate it. 
It is carried out with the child on its back; the 
thigh is flexed on the abdomen, and the leg is ex- 
tended. A positive sign is present when there is 
resistance on the part of the hamstrings,—when any 
extension of the knee-joint is difficult, and full ex- 
tension is impossible. 

If any or all of these symptoms are present to 
such an extent that the physician entertains a rea- 
sonable suspicion, lumbar puncture is necessary. 
The physician should do this himself, if he is 
equipped, or remove the child to a place where it 
can be correctly carried out. Upon insertion of the 
needle, increased pressure will usually be found if 
the disease is present. Cells that number more 
than ten or fifteen, per cubic millimeter, certainly 
point to a correct diagnosis. Polys may exceed 80 
per cent. On repeated punctures, they rapidly 
change to mononuclears. Later there is a gradual 
decrease in cells and an increase in protein. The 
sugar is little disturbed, a valuable point in differen- 
tiating tubercular meningitis, which has a sharp 
decrease. 


These few suggestions are offered in a hope that 
they may prove valuable to busy practitioners, some 
of whom will undoubtedly be called to see some 
young sufferer. They may be helpful in making a 
speedy diagnosis, thereby promptly bringing to the 
patient the best available treatment. 

Sincerely yours, 
Frep L. CAMPBELL, M.D. 

665 Washington Street, 

Brighton, Mass. 
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CORRECTION OF A REVIEW OF “TEN YEARS 
OF RURAL HEALTH WORK IN RUTHERFORD 
COUNTY, TENNESSEE” 


The Commonwealth Fund 
41 East 57th Street 
New York City 
August 13, 1935. 
Editor, New England Journal of Medicine, 

I regret the necessity of calling to your attention 
certain errors of fact in the review of the booklet 
“Ten Years of Rural Health Work in Rutherford 
County, Tennessee”, recently published by the Com- 
monwealth Fund. This review appeared in the July 
11, 1935 issue of the Journal. 

It seems quite apparent that the reviewer was 
somewhat casual in his reading of the book. His 
first error is the location of the county, which he 
twice puts in Kentucky though the title clearly and 
correctly located it in Tennessee. Further on, the 
reviewer has taken a two-paragraph summary of the 
situation prior to the demonstration, given on the 
bottom of page 4 and the top of page 5, which 
clearly dates the conditions as prior to 1924 and 
quotes from it implying that it describes the condi- 
tions “at the end of the demonstration”. 

Although the Commonwealth Fund welcomes com- 
ments and criticisms that are pertinent and based on 
facts, the misstatements of fact, and an evaluation 
of the publication far out of line with that of other 
reviewers, lead indubitably to the impression that 
the reviewer has been careless in his reading and 
made little effort to understand the objective of the 
book, or the facts presented in it, before writing 
his review. 

In fairness to the many prominent public health 
workers who were engaged in carrying out this en- 
terprise, as well as to the Commonwealth Fund who 
sponsored it, I shall be very glad, provided it be con- 
sistent with the policy of your Journal, if some cor- 
rection of this unfortunate review may be _ pub- 
lished. 

Sincerely yours, 
Barry C. SMITH. 


<i 
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SOCIETY MEETINGS, CONGRESSES 
AND CONFERENCES 


CALENDAR OF BOSTON DISTRICT FOR THE WEEK 
BEGINNING MONDAY, AUGUST 26, 1935 


Wednesday, August 28— 
t12 M. Clinico-Pathological Conference. Children’s 
Hospital. 





Saturday, August 31— 
— rounds at the Peter Bent Brigham Hos- 
pital. 


*Open to the medical profession. 
tOpen to Fellows of the Massachusetts Medical Society. 





August 29- September 5—Latin American Congress of 
Physical Therapy, X-Ray and Radium. For information 
address Dr. Madge C. L. McGuiness, 1211 Madison Avenue, 
New York City. 

September 5, 6, 7—American Congress of Physical 
Therapy will meet at the Hotel Kansas Citian, Kansas 
City, Missouri. Program and circular of information 


may be secured by addressing: American Congress of 
ee Therapy, 30 North 
nois. 


ichigan Avenue, Chicago, 





September 17, 18, 19—Eleventh Clinical Congress of the 
Connecticut State Medical Society. For details address 
_ Creighton Barker, 129 Whitney Avenue, New Haver 

onn. 

October 7-10—American Public Health Association wil] 
meet in Milwaukee, Wisconsin. For information address 
the American Public Health Association, 50 West 50th 
Street, New York City. 

October 21 - November 2—1935 Graduate Fortnight of 
the New York Academy of Medicine. See page 898, issue 
of May 9. 

October 28- November 1—The Twenty-Fifth Clinical 
Congress of the American College of Surgeons. See page 
1065, issue of May 30. 


<i 


BOOK REVIEWS 








Diseases of the Nervous System. A textbook of 
Neurology and Psychiatry. Smith Ely Jelliffe and 
William A. White. Sixth Edition, 1935. 1175 pp. 
Philadelphia: Lea & Febiger. 


The sixth edition of this important text includes 
all important contributions to neurology and psy- 
chiatry, of sufficient weight to warrant inclusion, 
which have appeared since the last edition. The 
book has been revised, rewritten and significant 
additions to the text are included. In order that the 
book should not be increased in bulk, the pages are 
correspondingly enlarged. 


New methods of examinations of neurological and 
psychiatric patients are discussed at length. Sec- 
tions dealing with the hypothalamic region in con- 
nection with metabolic studies are very complete. 
The surgery of the sympathetic nervous system and 
its wide application receive adequate mention. 
There is a wealth of new material dealing with in- 
terpretation of the activity of the symbolic sys- 
tems. 


Neurology and psychiatry as specialties are care- 
fully related to general medicine by the authors and 
provide a basis for extensive integration of these 
fields. The book deals in the first section with The 
Physico-Chemical Systems, or the Neurology of 
Metabolism, in the second with the Sensorimotor 
Systems and in the third with the Psychical or 
Symbolic Systems. Among the topics which are 
outstanding for their careful consideration are the 
following: pachymeningitis interna hemorrhagica, 
syringomyelia, cerebellar syndromes and the treat- 
ment of neuroses and psychoses. The volume is 
worth having within easy reach whether the owner 
is specialist or general practitioner. 





A New Bibliography from Argentina. 


In 1933 there was formed a Committee of Biblio- 
graphical Information of the Medical Sciences of 
Buenos Aires. This Committee has undertaken to 
collect and publish as complete a bibliography as 
possible of the articles on medicine and the allied 
sciences published in Argentina. The first series con- 
sists of bibliographies dealing with Pediatrics and 
Puericulture, Biology and Physiology, Toxicology 
and Pharmacy and Chemistry. Some of the articles 
are abstracted while others are reported only by 
title. 
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